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ABSTRACT 
Medical male circumcision (MMC) was introduced in various sub-Saharan African countries from 
2007 as a biomedical intervention for HIV prevention. The introduction of MMC for HIV 
prevention has occurred at a time when African societies are experiencing rapid transformations in 
the face of modernisation and globalization. Combined, the processes of modernisation and 
globalization are altering how individuals engage with traditions. Among the areas where striking 
changes have occurred is health. Various scholars have drawn attention to the ongoing 
intensification of medicalization and public health interventions premised on the modern notion of 
rational decision-making individuals, although the complexity of how these changes interact with 
traditional and localized contexts is not well understood. With a focus on the Kenyan context, this 
mixed-method, multi-sited study explores the extent to which medical male circumcision impacts 
on traditional ideas, beliefs, and behaviours and vice versa. The study draws on perspectives about 
male circumcision (MC) in a region where some ethnic groups practice MC as a cultural tradition 
while others do not, and where MMC is now promoted as an intervention for HIV prevention. 
Through a mixed-methods process of data collection and analysis, four broad themes emerged: the 
construction of new, modern identities via traditional ideas as driving the uptake of the intervention; 
the disruption of traditional practices and ideas and the emergence of identity crises; the 
construction of biomedical knowledge in ways that both potentiate and suppress the uptake of the 
intervention in contemporary settings; and the persistence of traditional ideas and practices which 
generally impede the spread of biomedical innovations. The study concludes that within the Kenyan 
context, the adoption of a modern, biomedical intervention has had significant impacts on the 
beneficiaries, with several of these impacts being unintended. The meanings attached to MC reflect 
both the traditional and the modern in complex ways linked to changing socio-political contexts 
(both micro and macro) and varied rationalities, underlining the way that the dissemination of 
modern, biomedical knowledge is heavily contextualized.  
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CHAPTER ONE: INTRODUCTION 
1.1 Introduction  
This thesis examines the impacts of medical male circumcision (MMC) on traditional beliefs, ideas 
and practices in three different ethnic groups in Western Kenya against a background of rapid social 
change from forces of modernisation, globalization, and detraditionalization. In so doing, this study 
contributes to the understanding of the complex interactions between health communication, the 
social context, the factors that influence health behaviour, and the impacts of health interventions.   
In this introductory chapter, my aim is to contextualize the study by providing relevant background 
information and outlining the motivation and objectives of this research. I provide an overview of 
medical male circumcision as an intervention for HIV prevention, traditional male circumcision 
which is practiced for cultural reasons, and the rationale for focusing on this research area in 
Western Kenya. I also briefly discuss modernisation as a force of social change in African societies 
and highlight some impacts of health interventions on traditional beliefs, behaviours, and practices 
as part of that process. Additionally, I highlight elements that shape individuals and the context in 
which biomedical knowledge is disseminated and that influence the effectiveness of biomedical 
interventions. 
1.2 Background  
1.2.1 Medical male circumcision for HIV prevention  
 Medical male circumcision (MMC) became an additional biomedical intervention for HIV 
prevention in 2007 (WHO/UNAIDS, 2007) after three randomized controlled trials reported results 
showing that the procedure reduces the risk of female-to-male sexual risk of HIV infection by 60% 
(Auvert et al., 2005; Bailey et al., 2007; Gray et al., 2007). The strategy is recommended for 
countries and regions with high HIV prevalence and low male circumcision (MC) prevalence and  
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where the primary mode of transmission is heterosexual intercourse which is primarily in Sub-
Saharan Africa (WHO/UNAIDS, 2007). Kenya and thirteen other countries located in eastern and 
southern Africa (Ethiopia, Tanzania, Uganda, Rwanda, Botswana, Swaziland, Zimbabwe, Zambia, 
Lesotho, Malawi, Mozambique, Namibia, and South Africa) have since rolled out large-scale 
promotion and provision of MMC as part of HIV prevention efforts under the program banner 
“voluntary medical male circumcision” (VMMC). An in-depth overview of the emergence of the 
concept of MMC as an intervention for HIV prevention (also commonly described as MMC for 
HIV prevention) will be provided in Chapter Four.  
In Kenya, provision of VMMC services was first prioritized for the Luo in the Nyanza province in 
Western Kenya, the region with the lowest MC prevalence and highest HIV/AIDS prevalence rates 
at the time of rolling out the program in 2008 (NASCOP, 2007) – The Luo is an ethnic group that 
does not traditionally practice circumcision. Since the VMMC program was introduced, the 
demand for MMC among Luo men has been rising. The program was officially launched in October 
2008 and 11,663 VMMCs had been performed by the end of that year – the highest number of 
procedures among all the priority countries at the time (WHO, 2016a). Additionally, the program 
achieved and surpassed its VMMC targets for Nyanza province for the first phase (2008-2013) of 
implementation leading to a rise in MC prevalence rates from 48% in 2008 to 66% in 2012 
(NASCOP, 2012, 2014). Demand for VMMC is reportedly highest among males 15-25 years than 
other age groups (Akullian et al., 2017). 
My engagement with the concept MMC for HIV prevention started in 2010 when I joined a non-
governmental organization involved in HIV/AIDS research and programming, which is one of the 
key partners working with Ministry of Health in Kenya in the implementation of VMMC in 
Western Kenya. One of my roles within the organization was to support the research and grants 
office by obtaining background literature and information relating to MMC for HIV prevention. As 
I engaged with the literature, I became intrigued by the emerging social aspects, especially the ways 
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the beneficiaries were making the intervention meaningful to them. Moreover, with the scale-up of 
the intervention in full force, I was often exposed to debates about male circumcision within my 
social circles, and as someone whose ethnic roots are among the circumcising Kikuyu and Maasai, 
I was constantly confronted with statements such as “isn’t that [circumcision ritual/ceremony) what 
you people [my ethnic group] do”? Yet, some of the circumcision rituals were either unfamiliar to 
me, or no longer practiced at least among the Kikuyu as far as I was concerned. So, I began to 
research and ask others from my community about contemporary cultural circumcision practices 
and how they had or were changing in order to – at the very least – respond to my colleagues’ 
questions from an informed position, eventually leading to enrolling in a doctoral program to study 
the matter in more depth. The key question that interested me and informed my PhD research was 
how MMC – a modern medical intervention – was being accepted or resisted in different social 
contexts in Western Kenya, including communities where MC was a traditional practice with deep-
seated cultural significance, and what impacts the program was having on those communities.  
1.2.2 Traditional male circumcision  
Male circumcision is commonly practiced for cultural reasons in various African countries. 
Linguistic evidence suggests that MC was once widespread among Bantu-speaking populations, 
but others abandoned the practice at some point (Marck, 1997). In southern Zimbabwe and parts of 
South Africa, one theory is that the abandonment of MC was caused by an order from the great 
Zulu King, Shaka, because of the difficulty of holding initiation schools in times of warfare. Other 
groups within that region followed suit and abandoned the practice then later reintroduced mostly 
modified versions of their earlier practices (Deacon & Thomson, 2012; Marck, 1997). 
Nearly all other ethnic groups in Kenya practice MC as a cultural tradition. Therefore, ethnic 
identity is a key determinant for undergoing MC. In these communities (circumcising groups), MC 
is often performed in non-medical settings by a non-medical practitioner and is generally described 
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as “traditional male circumcision” (TMC). The procedure is performed as a symbolic rite of passage 
marking transition from childhood to adulthood and is typically accompanied by various initiation 
rites. Three phases proposed by Van Gennep (1960) in his model of rites of passage are typical in 
TMC and initiation ceremonies. These phases are: segregation of initiates which leads to the 
surgical procedure; followed by seclusion of the initiates for a period; and finally, the initiates’ 
reintegration back into society which is accompanied by communal celebrations. The seclusion 
period is perceived as the most significant of the rituals. The initiates live in a shelter which in some 
societies is situated far away from human settlements; thus, the reference to initiation schools as 
bush camps (Vincent, 2008a). Traditionally, it is during their seclusion that the initiates learn new 
codes of behaviours, attitudes, and practices which are transmitted through signs and symbols that 
only the initiates can understand (Niang & Boiro, 2007; Vincent, 2008a; WHO, 2009). In some 
cultures, male sexual socialization with an emphasis on sexual restraint formed part of the teachings 
conducted in initiation schools (Ahlberg et al., 2009) 
After traditional circumcision, males attain social adulthood status. Depending on the age at MC, 
the achievement of adulthood status paves the way for new social relations and social status and 
the acquisition of greater power, rights and responsibilities such as the right to engage in sexual 
intercourse or to marry, own and inherit property, and participate in certain communal activities 
(Bailey et al., 2008; Droz, 2000; Kepe, 2010; Mavundla et al., 2010; Niang & Boiro, 2007a; 
Njoroge, 2014; Vincent, 2008a). For the Kikuyu of central Kenya, male initiation was in the past 
associated with the age-grade system known as “riika”. The “riika” was one of the three units that 
defined Kikuyu social organization (Bunche, 1941). Bunche (1941) observed that after undergoing 
initiation together, Kikuyu initiates became members of one “riika” and considered themselves 
bound by a strong bond of brotherhood. For the circumcising ethnic groups therefore, TMC has a 
rich cultural symbolism concerned with tribal identity and social norms related to maturation, 
ethnic identity within and between tribes, community belonging, and respect to elders. 
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Recent studies in Kenya (Egesah et al., 2014; Njoroge, 2014) indicate that the cultural practice of 
MC has changed substantially or is changing.  For example, in a study among the Kikuyu of Central 
Kenya, Njoroge (2014) reports that many elements of TMC have disappeared. All Kikuyu boys are 
now circumcised medically, and the practice has acquired a private rather than public face because 
communal ceremonies and dances which were common in the past are no longer held.  Among the 
Bukusu in Western Kenya, Egesah et al. (2014) report that families are turning to clinics for MMC 
with little or no involvement of the extended family or the broader community. Modernisation 
factors such as the costs of MC, health concerns, education priorities, and religion are some of the 
aspects associated with these changes (Egesah et al.,2014).  
Change in TMC practices in itself is not a new phenomenon. Deacon and Thomson (2012) state 
that TMC and initiation practices have been changing in different ways for over 200 years. 
However, understanding how TMC practices are being transformed in present day and 
contextualizing the environment within which these changes are taking place has become important 
for two reasons. Firstly, some scholars suggest that the role of the TMC as a mechanism for male 
socialization is declining in a way that MC has become a ‘gate way to sex’ and not the start of 
responsible sexual behaviour as was the case in the past, potentially undermining the HIV 
prevention benefits of the procedure (Ahlberg et al., 2009; Njoroge, 2014; Vincent, 2008a). This 
implies that the way that modernisation is impacting TMC practices may have some unintended 
consequences. Yet, the extent of similar social changes and their impacts on TMC in different 
circumcising communities in Kenya is largely unknown.  
Secondly, studies have shown that MC in non-medical settings not only increases the risk of HIV 
transmissions because of the use of one blade for all procedures, but also results in higher rates of 
complications compared to when it is performed in medical settings (Ahmed et al., 1999; Bailey et 
al., 2008; Kepe, 2010; Magoha, 1999; Meissner & Buso, 2007; Peltzer et al., 2009). Maffioli (2017) 
compared HIV prevalence among medically and traditionally circumcised men in Lesotho to 
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establish if MC in traditional settings is effective as an HIV prevention measure and found that 
after controlling for individual sexual behaviours, the traditionally circumcised were more likely to 
be HIV infected. Maffioli (2017), concluded that the type of surgical procedure rather than variance 
in sexual behaviours explains the difference in HIV status between the traditionally and medically 
circumcised. Over the years, and more recently with the entry of MC into HIV prevention discourse, 
efforts are being made in Kenya, and elsewhere in SSA, to promote the adoption of MMC by 
communities that practice TMC in order to address HIV transmission and safety concerns 
(NASCOP, 2015).  
As noted earlier, some groups in Western Kenya such as the Bukusu are turning to MMC in part 
for public health reasons (Egesah et al., 2014). However, preference for MC in the traditional way 
over biomedical settings persists among several other groups in Western Kenya. As one of my 
tasks, this thesis contributes to existing literature about the factors associated with acceptance and 
resistance to MMC and sheds some light about why MMC is becoming acceptable among some 
groups but not others within the same geographical region. 
1.2.3 Modernisation   
The issue of how MMC is being received in different social contexts in Western Kenya is closely 
linked to broader issues around the status of traditional beliefs and practices in the context of social 
change, particularly concerning what has been referred to as modernisation. Modernisation, broadly 
defined as the transition of traditional societies towards the social, economic, and political systems 
characteristic of modern, advanced industrial societies (Giddens, 1991), has greatly transformed 
developing societies. Moreover, contemporary social theorists contend that the transformations of 
modernisation are accelerating globally (Beck, 1992; Castells, 2000, 2011; Giddens, 1991; Heelas 
et al., 1996). Striking changes have occurred in areas such as sexuality and intimacy, the family, 
gender, and politics (Castells, 2011; Giddens, 1991). Another feature of modern life has been the 
breakdown of communities, with individualism becoming the basis of economic life and lifestyles. 
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As a result of individualisation, Beck (1992) contends that people are increasingly required to 
individually face risks by relying on their own capacity for collecting and analysing information 
then – through rational and strategic thinking – choosing the appropriate course of action. These 
changes are modifying traditions, a process sometimes referred to as detraditionalization (Beck, 
1992; Giddens, 1991; Heelas et al., 1996). Detraditionalization does not imply that traditions cease 
to exist or become completely meaningless, but rather the structures and conditions within which 
individual and collective identities are formed undergo transformation.  
For Kenya and most other African societies, modernisation factors such as industrialization, rural-
urban migration, and education have been paralleled by numerous changes. Changes are evident in 
spheres such as gender roles, marriage, and family structure (Bradley & Thomas, 1997; Manyara, 
2016; Oheneba-Sakyi & Takyi, 2006). Women are taking on responsibilities that were previously 
exclusively held by men, and as a result gender-power relations have been affected (Amuyunzu-
Nyamongo & Francis, 2006; Manyara, 2016). Changes in marriage trends and family structure are 
evident in the decline of polygamous marriages in some settings, less involvement of the extended 
family in mate selection and marriage, growth of female-headed households, and reduced family 
size (Bradley & Thomas, 1997; Manyara, 2016; Oheneba-Sakyi & Takyi, 2006). Intergenerational 
and kinship relationships have also been impacted by factors such as education and rural-urban 
migration. For example, through education attainment, younger men are gaining economic 
independence, thus acquiring the resources to marry without relying on their fathers or extended 
family (Masese, 2011). At the same time, as young people attain education and move to urban areas 
in pursuit of employment, they acquire new world views, knowledge, and experiences that may be 
at odds with those of the older generation leading to generational conflict. Emphasis on 
individualism and individual freedom is also emerging through aspects such as democratisation 
and Christianity. McClendon and Riedl (2015) for example note that the dominant theme is 
Pentecostal sermons in Kenya is on cultivating believers’ own sense of potential and individual 
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autonomy. In African societies, including rural areas, there is a proliferation of new media and 
internet access. Encounters with the new forms of media and internet access have offered 
individuals, particularly the youth, with new ways of imagining gender and sexuality and as such, 
new sexual behaviours and norms are emerging (Abdullahi & Abdulquadri, 2018; Altman, 2004; 
Kimemia & Mugambi, 2016).   
 ‘Modern’ biomedical knowledge  
Also implicated in these attitudinal and structural changes is the knowledge and adoption of modern 
biomedical knowledge. For example, the use of modern contraceptives has been linked to women’s 
postponement of marriage and childbirth and increased school enrolments (Longwe & Smits, 
2013). Childbirth in many developing countries is becoming increasingly medicalized, and 
subsequently traditional birthing practices have been challenged, the role of traditional birth 
attendants is changing, and men are increasingly participating in childbirth (Bulterys et al., 2002; 
Kayombo, 2013; Mangeni et al., 2012; Van Eijk et al., 2006). Changes in circumcision practices in 
African societies, as mentioned earlier, also highlight the influence of modern biomedical 
knowledge. Men from communities that do not traditionally circumcised their males are now 
agreeing to undergo medical MC while MC in clinics is becoming conventional in communities 
where MC was only practiced in non-medical environments.   
The spread of biomedical knowledge has been associated with what some scholars refer to as the 
‘new public health’ (Petersen & Lupton, 1996; Tulchinsky & Varavikova, 2014). The new public 
health is concerned with the health of populations and that of individuals and replaces the ‘old’ 
public health which among other features, focused on unsanitary conditions and contagion as the 
cause of poor health and epidemics (Petersen & Lupton, 1996). A defining characteristic of the new 
public health is health promotion. Health promotion consists of health education interventions that 
seek to inform individuals about how to change their behaviours in order to avoid illness or 
infection (Petersen & Lupton, 1996; Tulchinsky & Varavikova, 2014). Tulchinsky and Varavikova 
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(2014) state that the new public health endeavours to create a climate of knowledge, attitudes, 
beliefs, and practices that are associated with better health outcomes. Inherent in health promotion 
is the assumption that people will voluntarily make healthy choices once they are properly 
informed. Thus, public health strategies are geared towards governments and non-governmental 
organizations (NGOs) providing the right sort of information and services for ‘clients’ to 
responsibly monitor and manage their health as individuals. Subsequently, exposure to health 
campaigns such as those informing individuals on the need to immunize their children, the need to 
use modern contraceptives, or the importance of using condoms, getting tested for HIV or adhering 
to HIV treatment have become a key part of public health planning. This shift towards viewing 
oneself and others as rational decision-making individuals is a hallmark of modernity.  
Another aspect of modernity in health promotion is the reliance on statistical measurements to 
quantify risks and justify health interventions (Clarke et al., 2010; Petersen & Lupton, 1996). In 
HIV/AIDS prevention interventions for example, health and demographic surveys and 
classification of regions into high or low prevalence and continuous collection of data and 
development of mathematical modelling studies have informed decisions about the categories of 
individuals that should be prioritized with interventions (Anderson et al., 2014). The new public 
health is also described as a moral enterprise whereby individuals are asked to maintain healthy 
bodies and engage with health interventions for their interests and those of others (Petersen & 
Lupton, 1996). For example, there is an expectation for people living with HIV/AIDS to behave 
‘responsibly’ by adhering to and complying with treatment regimens (Nguyen et al., 2011; Russell 
et al., 2016).  
However, a wider body of literature has shown that the effectiveness of health interventions, 
including HIV/AIDS interventions, is not merely an outcome of individual rationality. Health 
behaviour and how people perceive health information and act on it is also significantly shaped by 
other factors. A key determinant of health behaviour and individuals’ engagement with health 
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systems and biomedical knowledge in African settings is culture (Airhihenbuwa, 1995; 
Chukwuneke et al., 2012). Chukwuneke et al. (2012) state that “the influence of culture on the 
health-seeking behaviour of Africans cannot be underestimated” (p.1). In many African societies, 
for example, communities have their own conceptions about disease causation and this impacts on 
their health behaviours including their attitudes towards modern biomedical knowledge (Abubakar 
et al., 2013; Chukwuneke et al., 2012; Sabuni, 2007; Tabi et al., 2006). In some communities, men 
are considered the heads of households and they control household resources. Therefore, women 
and junior men are expected to rely on the older men for guidance and financial resources in 
decision making including the choice of health provider (Abubakar et al., 2013; Masese, 2011; 
Mbuthia et al., 2018). In other communities, the elders and the extended family also impinge on 
decision making concerning health (Gombachika et al., 2012; Masese, 2011). In addition, 
individual characteristics such as education, age, income, and rural-urban residence access and 
utilization of biomedical knowledge. For instance, residing in urban areas, higher education status, 
and high socioeconomic status correspond with increased access to and adoption of modern 
biomedical technologies (Makinen et al., 2000; Romay-Barja et al., 2016; Tabi et al., 2006). Studies 
have also documented that the political environment which includes leadership, political 
commitment, and investments in the healthcare system is an important determinant of health 
behaviours and the effectiveness of health interventions (Kimathi, 2017; Mwandi et al., 2011; 
Okuro, 2009).  
1.3 Study significance  
Examining the beliefs and ideas that individuals and communities hold about MC and which 
underlie their acceptance or rejection of MMC is important because of the health prevention 
benefits associated with the procedure. In addition, MC, as discussed so far, has significance for 
masculinities, sexuality, ethnic identities, social status, respect for elders, among other aspects. 
Thus, any changes to circumcision practices (including the rationales associated with it) would be 
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expected to have substantial social and political impacts. Moreover, aspects such as masculinities, 
sexualities, and ethnic identity are being influenced by broader socioeconomic, cultural, and 
political structures. Therefore, assessing the interaction between changes in beliefs and ideas 
associated with MC, and the broader socioeconomic and political contexts is important for 
understanding the impacts, including unintended impacts of those changes for the effectiveness of 
the intervention. 
This study is also significant for the broader scholarship that seeks to draw attention to the role of 
culture and the social context in health and health behaviours (Airhihenbuwa, 1995; Burke et al., 
2009; Green et al., 1996; Kippax, 2012). Even though the new public health is characterised by a 
focus on social and environmental factors underlying health problems (Tulchinsky & Varavikova, 
2014), critics of the health promotion paradigm in both western and developing countries argue 
that there is a persistent and now increasing concentration on the individual as the target of health 
interventions (Airhihenbuwa, 1995; Baum & Fisher, 2014; Kippax, 2012; Petersen & Lupton, 
1996). Writing on health promotion in African settings, Airhihenbuwa (1995) states that health 
promotion programs in African countries “continue to operate under the strong and direct influence 
of biomedical westernized model of prevention” (p.10), with interventions exhorting individuals to 
change, and culture conceived mostly as a barrier. In a discussion of the shortcomings of 
behavioural public health approaches in general, Burke et al. (2009) write that social, historical, 
and cultural influences on individual behaviour are “at best relegated to the position of background 
variables, acknowledged only insofar as they affect beliefs theorized to be a dominant influence” 
(p.2). Moreover, when contextual factors are acknowledged, “associations are mainly framed as 
unidirectional, the individual being the recipient or object of unchanging external forces” (Burke 
et al 2009, p.2). In the context of HIV prevention interventions, Kippax (2012, p.2) points out that 
“the growing success of antiretroviral treatment has meant that much promotion of a range of HIV 
prevention technologies takes place in the clinics …where patients are counselled to “adopt” a 
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range of biomedical technologies or strategies for HIV prevention”, despite evidence that the 
effectiveness of these interventions is dependent on sociocultural understandings that regulate 
sexual practices and other HIV-risk behaviours. Accordingly, Kippax contends that to achieve the 
desired program effectiveness, it is necessary to “render the social expressible” by understanding 
“how the medium of the social works for and against HIV prevention”, then designing 
“interventions that engage with the terrain in which they operate” (p.5). Similarly, Parkhurst et al. 
(2015) assert that “for the public health community to understand why or how their 
recommendations will be accepted or resisted there remains an important need to engage with 
politics, identity, and the roles that artefacts such as MC play in national contexts” (p.20). This 
study therefore seeks to respond to the call for the need to not only acknowledge but also interrogate 
the social contexts in which health communication and health interventions are directed.  
1.4 Research objectives  
My objective in this research is to explore the impacts of medical male circumcision on traditional 
beliefs and ideas and vice versa using a mixed-methods, multiple-case study approach. This 
objective will form part of a more general theoretical mission of capturing the socioecological 
factors (micro and macro) that constitute the landscape in which biomedical health messages are 
disseminated, interpreted and impact on populations. The issue of how “modern” biomedical 
practices are reconciled to “traditional” perspectives on male circumcision in Kenya will highlight 
how “modern” and “traditional ideas” interact, which may have a secondary benefit in suggesting 
ways that the two seemingly parallel discourses could be harnessed with the goal of maximizing 
the HIV prevention benefits of MC and minimizing negative community impacts. In order to 
achieve this objective, it will be necessary to pursue two secondary objectives: 
1. gauge awareness and knowledge about MC and HIV prevention to ascertain the extent to 
which non-TMC communities (as the direct recipients) and TMC communities (as indirect 
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beneficiaries of the VMMC program) conceptualize MC as a health intervention. This 
objective is important because to understand the impact and translation of biomedical 
knowledge, which in this case concerns MMC in general and MMC for HIV prevention in 
particular, it is necessary to establish the extent of the research participants’ knowledge about 
the phenomenon under investigation. Additionally, the earliest concern for a health program 
aiming to change behaviours, practices, and beliefs would be to establish whether the target 
group associates the behaviours, beliefs, or practices of interest (male circumcision 
status/circumcision practices) with the health risk (HIV). 
2. explore and discuss perspectives around MMC in the context of MC as a traditional practice. 
This objective is premised on the assumption that MMC does not have the same meanings for 
all the groups in Western Kenya, whether they culturally practice MC (TMC communities) or 
not (non-TMC communities). Depending on the factors at play, men and women, youth and 
adults from the various communities may have similar or divergent views regarding MMC. 
Two TMC communities and one non-TMC community are included in this study. Not only do 
circumcision practices vary between circumcising groups, but the meanings and significance 
may also differ. Therefore, any changes including the rate of change, the context of change, 
and how each group adapts to change is not a uniform process. 
In line with these objectives, the rest of this thesis is structured as described below.  
1.5 Thesis structure  
Chapter Two provides a description of the research methodology. This study employed a mixed 
methods multi-site case study research design. Three ethnic groups in Western Kenya were selected 
as case studies because each of them offered a unique angle to understanding MC in Western 
Kenya. Data was collected using a household survey and focus group discussions. Justification for 
the research design and data collection methods is provided, and I also discuss the process of setting 
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up for the study, including the ethical issues that were taken into consideration. This chapter 
concludes with a discussion of the data analysis process and a reflection on my position during the 
research process.  
Chapter Three is an overview of the literature in which this study is grounded. In order to locate 
the study, I will highlight some key issues within the framework of modernisation and health 
promotion.  In particular, I draw attention to how Kenyan societies, and African societies generally, 
have been transformed since colonialism by forces of modernisation, and more recently by 
globalization. I argue that the broader impacts of modernisation on Kenyan societies need to be 
considered in order to understand contemporary issues around the practice of MC. This chapter 
also covers literature on health seeking behaviours to illustrate how the choice of health provider, 
and utilization of modern health facilities is not always an outcome of rational behaviour, but is 
influenced by a combination of individual, cultural, socioeconomic, and even political factors.  
Chapter Four is an overview of HIV/AIDS and HIV prevention interventions in Kenya and other 
sub-Saharan Africa countries. Here, I will discuss individual, socioeconomic, cultural, and political 
factors implicated in the high HIV/AIDS prevalence rates in Kenya and elsewhere in Africa. In 
addition, I will discuss the interventions that currently address the AIDS epidemic and why they 
are taken or not taken up by the targeted communities and/or individuals. This chapter seeks to 
reinforce the point that acceptability, adoption, and use of biomedical knowledge is influenced by 
a variety of contextual factors. The chapter concludes by summarizing the interplay between 
implementation of HIV/AIDS interventions and the broader context.  
Chapter Five is the first chapter of empirical findings with results from the household survey 
carried out in two study sites, one predominately occupied by a non-circumcising community (the 
Luo) and the other by a TMC (the Luhya) group. This chapter examines the levels of awareness 
and knowledge about MC as a strategy for HIV eight years after the intervention was introduced in 
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Western Kenya. It also examines prevalent beliefs associated with MC and risk of infection. The 
results of this chapter add to existing knowledge about the geographical coverage of the VMMC 
program and complement some of the qualitative findings reported in subsequent chapters.  
Chapter Six reports on findings from the first case study concerning the Luo community who do 
not culturally practice MC. In addition to their language, a non-circumcising culture is the other 
most salient mark of ethnic distinction between them and other ethnic groups in Western Kenya 
that culturally practice MC.  However, with the recent introduction of VMMC in the region, the 
prevalence rates of MC among the Luo have notably increased. This chapter explores factors 
associated with acceptability of MC by the Luo. In particular, I note how the issue of ethnic identity 
in the context of interethnic relations is an important factor underlying the Luo’s acceptance of 
MMC, with MC being an important source of cultural and political capital that has helped the Luo 
overcome ethnic marginalization.  
Chapter Seven focuses on the Kisii ethnic group. The Kisii is a TMC group that has adopted 
MMC. Here, I explore factors associated with the shift to MMC and decline of traditional rituals, 
and how this shift is believed to be impacting on the traditional value of the practice. I also report 
on emerging issues around the practice of MC in contemporary Kisii society and link these issues 
to the broader detraditionalization of this society.  
Chapter Eight reports on the findings from the final case study. This case study focuses on the 
Luhya ethnic group, and specifically the Maragoli sub-tribe. In contrast to the Kisii, the Maragoli 
people practice MC in traditional settings and observe TMC initiation rituals and rites. In this 
chapter, I discuss the organization, meanings and significance of TMC and initiation rituals for the 
Maragoli, thereby offering an insight into the potential barriers and facilitators to acceptability of 
MMC by TMC communities. The chapter further examines how the community is adapting itself 
to the prevailing and rapidly changing conditions, including pressure to improve the safety of MC 
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practices, without surrendering TMC. Issues of TMC serving to maintain ethnic distinction and the 
influence of globalization on youth sexuality will be particularly noted.  
In Chapter Nine I summarise the key findings from this research. This study finds that acceptance 
and resistance to MMC by communities in Western Kenya is taking place in a setting marked by a 
range of intersecting cultural, socioeconomic, and political factors. The way these factors interlink 
with acceptance of MMC has in some instances resulted in impacts beyond those intended by 
program implementers or anticipated by communities. Moreover, modern and traditional ideas and 
beliefs, the social context and MC are interconnecting in ways that both suppress and encourage 
the adoption of MMC. Hence, the meanings and significance of MC in both non-TMC and TMC 
communities reflect the dynamic settings in which MMC messages are interpreted. I conclude that 
the significance, meanings, ideas and beliefs underlying acceptance or rejection of MMC are 
heavily shaped by cultural, socioeconomic, and political factors that interact in complex ways. 
Subsequently, I also conclude that biomedical interventions, their impacts, and the social context 
interact in complex ways. I contend that even though the complexity of the relationship between 
contextual factors, individuals, health behaviour, and health promotion activities makes 
straightforward impact assessment difficult if not impossible, these factors nevertheless need to be 
taken into account in order to understand how communities negotiate biomedical interventions and 
the intended and unintended consequences that emerge from such negotiations. In this concluding 
chapter, the limitations of the study are also noted. The main limitation of this study is that data 
was collected at one-point in time and using a relatively small sample. As such, there was limited 
scope to make strong statements about changes in MC practices. The use of observational and 
longitudinal methods in future studies to uncover the range of issues underlying MC practices is 
therefore recommended
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CHAPTER TWO: METHODOLOGY 
2.1 Introduction  
In the previous chapter I provided a background to this study and outlined the research aim and 
objectives.  In this chapter I discuss and justify the research design utilized to meet the overarching 
research objectives. I describe the study population and research sites, outline the data collection 
techniques, and detail the process and procedures involved in data collection. In addition, I 
highlight the ethical considerations, share some of the challenges I experienced in the field, and 
reflect on my positioning as a researcher during the research process. Finally, I discuss the process 
of data analysis and management and interpretation of the findings. 
2.2 Research approach  
2.2.1 Multi-site case-study approach 
A multi-site case study approach informed the design of this study. A case study approach is 
described as “an empirical inquiry that investigates a contemporary phenomenon within real-life 
context, especially when the boundaries between phenomenon and context are not clearly evident” 
(Yin, 2003, p.13). A case study approach is suitable when the focus of the research is on “what,” 
“how,” and “why” questions which seek to explore and “deliberately uncover” complex contextual 
dynamics (Yin, 2009). A key feature of the case study approach is that the researcher can investigate 
the phenomenon in depth without manipulating or divorcing it from its context while including a 
range of data collection methods that best address the study objectives (Eisenhardt, 1989; Yin, 
2003). Additionally, the case study approach is useful for examining multiple perspectives about 
contemporary events and therefore aligns well with this study, because male circumcision is 
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envisaged as a contemporary phenomenon occurring in a contemporary society but across different 
contexts (Yin, 2003).  
In this research, data was collected from three sites in Western Kenya. In multiple-site studies, the 
researcher purposefully selects the cases with the intention of highlighting different perspectives 
about the issue (Creswell & Clark, 2007). Examination of multiple sites allows the researcher to 
make comparisons that help distinguish contextual factors from common issues (Baxter & Jack, 
2008; Eisenhardt, 1989; Stake, 1995; Yin, 2003). Consequently, evidence from multiple sites is not 
only regarded as more compelling but also offers rich theoretical insights grounded in empirical 
data (Baxter & Jack, 2008; Yin, 2003). It is acknowledged that case study approaches suffer the 
limitation that findings cannot be generalised. However, Yin (2009) and Eisenhardt (1989) have 
argued that in case study research, the goal is to make analytical generalizations rather than 
statistical generalizations. 
Study population and research sites 
Kenya is a county in East Africa that lies along the equator with a coastline along the Indian Ocean. 
Kenya’s neighbours are: Ethiopia to the north; Somalia to the north-east; South Sudan to the 
northwest; Uganda to the west; and Tanzania to the south. Kenya was part of the British East 
African protectorate from 1895-1905 and was under colonial rule from 1920 to 1963. Currently, 
Kenya defines itself as a multi-party democracy. However, the country’s governance system and 
political structures have been in transition since independence.  In 2015, the World Bank 
reclassified Kenya from a low-income into a lower-middle income country, making Kenya the 
ninth and fourth largest economy in Africa and SSA respectively (Kimenyi et al., 2015).  
The country’s geography is diverse, with lowlands and highlands whose climatic conditions vary 
depending on their proximity to the Indian Ocean. The areas along the Indian Ocean have a tropical 
climate, while Western Kenya with its proximity to Lake Victoria is mostly wet.  
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Kenya is a multiethnic country, with approximately forty-three tribes spread out across three 
language groups: Bantu, Nilotic, and Cushitic. Each region in Kenya is typically linked to the 
predominant ethnic group(s) as shown in Figure 2.1. The country covers 581,309 km2 and currently 
has a population of 51.7 million (United Nations Population Division, 2017). The dependent 
population (0-14 years) and the youth population (15-34 years) are the majority. The capital Nairobi 
is the largest urban city. Other major cities are Kisumu in Western Kenya, Mombasa in the coastal 
region, and Eldoret and Nakuru in the Rift Valley region. Administratively, the country is divided 
into forty-seven counties, ten of which are found in Western Kenya. 
 
 
 
 
 
 
 
 
This study was conducted in Western Kenya. Western Kenya is mostly associated with the Luo, 
Luhya, and Kisii (Figure 2.1). The Luo form the fourth largest ethnic group in Kenya, are Nilotic, 
and identify as a non-circumcising tribe. As such, the introduction of VMMC in western Kenya 
primarily targeted the Luo community. Research participants from this community were drawn 
from Karabach, and Lower Kadongo sub-locations in Homa-bay and Kisumu counties respectively. 
HIV prevalence rates in Homa-bay and Kisumu are 20.7% and 16.3% respectively (NACC, 2018). 
 Figure 1: Distribution of ethnic groups in Kenya 
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The second group that occupies Western Kenya and the second largest Bantu-speaking ethnic group 
in the country are the Luhya. The Luhya, who practice MC for cultural reasons, consist of several 
sub-groups with different but mutually intelligible dialects. This study focused on the Maragoli 
sub-group in Mwembe sub-location in Vihiga county. Vihiga and Kisumu counties are adjacent to 
each other. Vihiga has a HIV prevalence rate of 5.4% (NACC, 2018) 
The Kisii people, also part of the Bantu-speaking language cluster of Western Kenya, form the third 
ethnic group in this region and the seven largest ethnic group in the country. The group occupies 
the geographical area collectively known as Kisii highlands. The Kisii practice both MC and female 
circumcision/female genital mutilation (FC/FGM). I held discussions with residents of Keboye sub-
location in Kisii County. HIV prevalence rate is 4.4% in Kisii county (NACC, 2018).  
Given the broad ethnic mix and corresponding variety of traditional practices, as well as the 
presence of the VMMC program, Western Kenya was found to be an ideal setting to compare and 
understand aspects of cultural and social change in relation to MC and also how traditional ideas, 
beliefs, and knowledge (including those associated with TMC) have shaped understandings of 
MMC across the different ethnic groups. Moreover, such an intermingling of TMC and non-TMC 
groups is not found in any other region in Kenya. For example, Central Kenya is associated with 
only one (circumcising) ethnic group, and all the ethnic groups in Eastern Kenya are circumcising.  
2.2.2 Mixed-methods research design  
The overall objective of this study is to explore the translation of and the extent to which ‘modern’ 
biomedical knowledge impacts on traditional ideas and behaviours and vice versa with MC as a 
case study. To achieve this objective, a convergent parallel mixed methods research approach was 
applied. 
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Mixed methodology is broadly understood as the utilisation of both quantitative and qualitative 
approaches, techniques, methods, concepts, analysis and language within a single study (Johnson 
& Onwuegbuzie, 2004; Johnson et al., 2007). Mixed methods researchers combine qualitative and 
quantitative data collection methods and analyses in a way that best fulfils one or more research 
purposes (Onwuegbuzie et al., 2009). According to Onwuegbuzie et al. (2009), “a mixed methods 
paradigm offers an important approach for generating important research questions 
and…warranted answers to those questions” (p.129). Johnson et al. (2007) also state that mixed 
methods research attempts to respect fully the wisdom of quantitative and qualitative purists, “while 
also seeking a workable middle solution for many research problems of interest” (p.113).  In 
addition, Johnson and Onwuegbuzie (2004) describe mixed methods researchers as pragmatists. 
They state that pragmatists recognize that research paradigms can be both separate and combined. 
Further, Onwuegbuzie and Leech (2005) contend that:  
Because quantitative research is typically motivated by the researcher’s concerns, 
whereas qualitative research is often driven by a desire to capture the participant’s 
voice, pragmatic researchers are able to merge these two emphases within a single 
investigation (p.384). 
Mixing data collection methods also makes sense from a critical realist philosophical perspective 
(McEvoy & Richards, 2006) whereby various critical analytical methods are utilised to illuminate 
different aspects of phenomena. Three types of mixed methods research have been proposed: pure 
(where quantitative and qualitative methods have equal status within a study); qualitative dominant 
(QUAL+quan); and quantitative dominant (QUAN+qual) (Johnson et al., 2007). In addition, 
Greene et al. (1989) identify five purposes of mixed methodology: triangulation (seeking 
convergence and corroboration); complementarity (seeking to elaborate, illustrate, enhance or 
clarify findings from one method with those from another method); development (using results 
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from one method to inform another method); initiation (to explore contradictions or paradoxes 
leading to re-framing of the research question); and expansion (to expand the range of inquiry using 
different methods).  
The type of mixed methodology that best describes this study is qualitative dominant 
(QUAL+quan), because the overarching research question concerns the exploration of the social 
meanings attached to MC and understanding the social worlds within which these meanings have 
emerged or are emerging. Such an understanding is best studied qualitatively. Qualitative research 
is regarded as a ‘naturalistic’ and ‘interpretative approach’ concerned with the meanings that people 
attach to phenomena (Creswell & Creswell, 2017; Flick, 2009; Ritchie et al., 2013). Flick (2009) 
states that qualitative research “is the study of social relations” and primarily works with text. A 
qualitative approach permits a detailed description of phenomena, how phenomena are embedded 
in the local context, and the factors underlying such phenomena (Johnson & Onwuegbuzie, 2004). 
Moreover, Mason (2006) observes that “a qualitatively driven mixed methodology approach offers 
enormous potential for…understanding the complexities and contexts of social experience, and for 
enhancing our capacities for social explanation and generalization” (p.10). Data was collected and 
analysed independently for the two strands. However, results from both methods informed the 
overall interpretation of the findings.  
The qualitative method chosen to explore the social worlds of the participants was focus group 
discussions. A focus group discussion (FGD) is a method of data collection in qualitative research 
where data is generated by exploring a broad range of issues within an interactive group setting 
(Gill et al., 2008; Hennink, 2013; Lewis, 2015). The use of FGDs first began in marketing research 
in the 1940s but is now a commonly used method in social and health research (Gill et al., 2008). 
Typically, FGDs consist of six to eight individuals selected because they have similar backgrounds 
or shared experiences. The aim of the interactive sessions is to uncover the range of existing 
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perspectives rather than reach a common understanding. In a group setting, participants share their 
views and listen to those of others; this exchange leads to more discussions, questions and sharing 
of experiences which in turn enhances the clarity, depth and detail of the subject of discussion in a 
way that is otherwise impossible with individual interviews (Hennink, 2013). Moreover, Hennink 
(2013) notes that FGDs produce ‘collective narratives’ which is a different level of data that cannot 
be gained from individual interviews. The use of FGDs in MC studies is common and has been 
used for instance to explore women’s perspectives about MMC in Western Kenya, to understand 
TMC practices in Uganda, and identify barriers and motivators to uptake of MMC for HIV 
prevention in different countries (Evens et al., 2014; Hatzold et al., 2014; Kelly et al., 2012; Riess 
et al., 2014; Sarvestani et al., 2012; Skolnik et al., 2014).  
A limitation of using FGDs is that a few individuals may end up dominating the conversation (Gill 
et al., 2008; Kitzinger, 1995). However, Kitzinger (1995) points out that less inhibited individuals 
also play the role of breaking the ice, especially if the subject is taboo or sensitive. Another potential 
limitation of FGDs is that normalized views might dominate due to peer pressure (Gill et al., 2008; 
Hennink, 2013; Kitzinger, 1995). However, this is not necessarily problematic if prevailing 
normalised views are what are being sought. Also, the moderator can exercise control over the 
discussion by managing the group dynamics.  
In terms of understanding the extent of people’s awareness and knowledge about MC as a health 
intervention and various beliefs about MC and MC status, a quantitative survey method was also 
employed. The survey method is concerned with gathering data from a sample of individuals in 
order to capture basic characteristics and to make statistical inferences about the larger population. 
In this regard, two household surveys were carried out: one with the Luo and another with the 
Luhya (Maragoli). The decision to conduct only two household surveys was informed by the 
limited availability of resources and ease of access to the two sites. 
  
34 
 
 
Setting up for data collection: overview  
This study was subjected to two ethics review processes before I proceeded with data collection. 
The study was concurrently reviewed and approved by Murdoch University’s Human Research 
Ethics Committee (Project# 2015/252) and the Moi University Institutional Review and Ethics 
Committee in Kenya (Approval# IREC 1589). It was important to observe the key ethical principles 
of research including informed consent, voluntary participation, and confidentiality. All research 
participants were informed about the study and consent was obtained in accordance with the 
information and consent documents (Appendices A, B, E, F) approved by the ethics committees. 
There was adequate time for participants to ask questions about the research process before giving 
verbal consent. To address concerns about confidentiality, names of respondents were not recorded 
on the questionnaires and excerpts from the FGDS presented in the results section are not linked to 
individual participants. Also, research data was stored in locked cabinets or password protected 
files.  
Male circumcision, whether traditionally or medically, is a procedure that involves a certain level 
of physical and perhaps even psychological pain. As such, there was potential for the interviews 
and discussions to evoke anxiety or painful memories, although keeping in mind that within its 
cultural context, such temporary pain is often viewed positively as a marker of status-transition.  
Although such concerns did not arise, I was constantly monitoring the sessions and I intended to 
stop at the earliest indication of distress or anxiety. Additionally, I emphasized from the onset that 
participation in the study was voluntary, that withdrawal was possible at any point, and that 
participants were free to respond to some questions and not others. Moreover, during the survey 
exercise and the FGD sessions, male research participants were offered the choice of a male or 
female interviewer.  
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Deacon and Thomson (2012) observe that one of the ethical issues faced by researchers of TMC 
practices and initiation rituals concerns outsiders’ and/or women access to secret information. In 
most circumcising communities, it is perceived as taboo to discuss MC in the presence of women 
and/or outsiders. One way in which I addressed the issue of access to information was to establish 
a relationship of trust with the broader community by engaging the local leaders. Furthermore, data 
collection among the Maragoli coincided with the circumcision season, which worked in our favour 
because participants in that community pointed out that the circumcision season is the ideal time to 
discuss MC without breaking taboos.  
Preparations for data collection began in January 2016. My first task was to visit the study sites and 
organize meetings with local leaders1 who have jurisdiction over sub-locations in order to inform 
them about the research. In the non-TMC community (the Luo), access to the area administrators 
was easy. Having previously worked in this community for nearly four years, I was familiar with 
the administrative structures, the cultural customs, and geographical terrain which was an 
advantage, as it took me less time to be accepted than if I was venturing into a completely new 
region. Additionally, the locals were familiar with research processes in general and MC as a 
subject of research, having been exposed to research activities around MC since the introduction 
of the VMMC program in the region in 2008.    
My encounter with the administrators in Keboye (Kisii) was also uneventful. In Mwembe 
(Maragoli), the chief was initially concerned about the possibility that I would encounter hostility 
in the homes during the household survey because of the secrecy surrounding MC rituals and my 
status as an outsider. However, the concern was allayed once it was clear to him that the purpose 
of the household survey was not to seek details of TMC rituals but to establish awareness and 
                                                     
1 A sub-Locations is the smallest administrative unit. Sub-Locations are headed by assistant 
chiefs.  
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knowledge about MC as a HIV prevention measure, and that the issue of TMC would be discussed 
with a smaller group of participants. Besides, the other reason for visiting the chiefs was to obtain 
names of suitable local individuals to guide me into the communities and to assist with data 
collection as interviewers. I expected that engaging locals as interviewers would help create rapport 
with the community and therefore overcome suspicion or hostilities that an outsider working alone 
might otherwise encounter. This engagement with the leaders proved to be very useful. Some of 
them passed on information about the study during communal public meetings (known as chiefs’ 
barazas). By the time data collection began, individuals in the different sites indicated that they had 
already heard about the study from the public meetings. 
Data collection started towards the end of March 2016, around the onset of the long rains2 and the 
April school holidays and was completed in June 2016. This timing was helpful because we found 
most members of the households in their homes tending to their farms in preparation for sowing. 
What else worked in our advantage is that data collection among the Maragoli incidentally 
coincided with their circumcision season. While I was setting up for the study, I established that 
people in this community (particularly the females) feel especially free discussing the subject of 
MC during the MC season compared to other times. After the MC season is over, discussions about 
the subject are frowned upon. As one female informed me, “women avoid talking about MC unless 
it is during the circumcision season…something bad can happen to you if the season is over and 
you are still talking about it [MC].” 
 
                                                     
2  March to May are the wettest months in Kenya – a period commonly known as the “long rains” 
season.  
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2.3 Data collection  
1. The household surveys 
The first phase involved collecting quantitative data in the two purposively selected sites: Lower 
Kadongo, and Mwembe sub-locations. The household survey was carried out earlier than the FGDs 
to avoid the rains extensively interfering with movement through the villages, especially in 
Mwembe where the expansive, rocky terrain was somewhat difficult to navigate by foot or vehicle. 
Although no major challenges were experienced during data collection, it emerged after visiting a 
few homes in Mwembe that the respondents initially automatically assumed the reason for our 
presence was to conduct HIV testing. Testing people for HIV in their homes (home-based testing) 
is one of the strategies used by NGOs implementing HIV/AIDS programs in that region. Most 
respondents in this community had never taken part in research before but were familiar with the 
home-based HIV testing intervention. While some respondents wished to undergo testing and were 
disappointed to find out that our visit had nothing to do with HIV testing, others (mostly men) were 
visibly suspicious and would quickly inform us that they were not interested in getting tested. In 
one case, an individual invited us (myself and the assisting interviewer) into his house but before 
we could state the purpose of our visit, he excused himself and asked us to wait. After waiting for 
a while, it dawned on us that he was not coming back. It is possible that the individual presumed 
us to be HIV counsellors and simply ran away. To avoid similar incidences, we clarified 
immediately upon meeting a respondent that our intention was not to conduct HIV testing. 
However, we referred anyone interested in HIV testing to the nearest health facilities.  
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Sampling and sample size 
The sample size was calculated using the simplified formula for proportions: n= N/1+N*e2 
(Yamane, 1967). Assuming an acceptable sampling error e=0.05 and an adult age group of (18-60 
years), population N=1445 in Mwembe, and N= 3099 in Lower Kadongo, a sample size of 354 was 
obtained. To cater for non-response, the sample was increased by 30%, producing a final sample 
size of 4603 individuals who were approached. Proportionate sampling was further applied to 
calculate sample sizes for the two sub-locations: 210 respondents in Mwembe and 250 respondents 
in Lower Kadongo. Systematic random sampling method was used in the selection of households 
that participated in the study. The initial household was randomly selected. Thereafter every fourth 
household was sampled by randomly skipping three households. All individuals (aged over 18 
years) found in each household were eligible to participate. 
Questionnaire design  
An interviewer-administered questionnaire (see Appendix G) was used for data collection. The 
questionnaire had four sections. In the first section, the respondent’s socio-demographic 
characteristics (area of residence/sub-location, sex, age, education levels, marital status, religion, 
and circumcised status) were collected. The second section examined respondents’ knowledge 
about various strategies for HIV prevention. Respondents were required to respond with “yes/no” 
depending on whether they considered the following as HIV prevention measures: abstinence; 
faithfulness to one sexual partner; condoms; HIV testing counselling and male circumcision. In the 
second section, general beliefs about MC and the risk of HIV infection were examined whereby 
research participants were required to respond with “true/false” to the following statements: (1) 
                                                     
3 Ensuring a balance of respondents by age and sex was out of the researcher’s control given the random 
sampling frame. Further, it was felt that quotas would be difficult to implement. However, the results indicate 
a strong gender balance was achieved (see p.105) and, at any rate, age and gender variables were readily 
grouped within the results. 
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male circumcision reduces the risk of HIV infection for men; (2) it is safe for a man to engage in 
unprotected sex as long as he is circumcised; (3) it is safe for a woman to engage in unprotected 
intercourse as long as her male sexual partner is circumcised; and (4) circumcised men cannot get 
infected with HIV. The third section was addressed awareness about MMC as a HIV prevention 
strategy which was assessed using the close-ended question “have you heard that medical male 
circumcision (MMC) is a HIV prevention strategy?” (yes/no). Additionally, the respondents were 
asked to state their main sources of information about MMC for HIV prevention. The final section 
investigated perceptions associated with MC status whereby the respondents were asked to state 
their level of agreement or disagreement with the following statements: (1) male circumcision 
enhances sexual pleasure for men and their female sexual partners; (2) women prefer circumcised 
male sexual partners; (3) undergoing circumcision enhances masculinity; and (4) undergoing 
circumcision shows that a man is modern. To ascertain the structure and flow of questions, the tools 
were first piloted with a small group of volunteers drawn from the two sub-locations before printing 
of the final versions. 
Recruitment of interviewers 
For each study site, three local individuals (two males, one female) were recruited as interviewers4. 
The selection criteria for the interviewers was a minimum of College/University education, 
possessing interviewing/research experience, familiarity with the study locations, and fluency in 
English and Swahili and either Luo or Maragoli which were the local languages for Lower Kadongo 
and Mwembe respectively. Prior to commencement of data collection, a two-day training and 
                                                     
4 The interviewers were recruited through the researcher’s local networks and had no affiliation with any 
organisation or projects. The role of the interviewers was limited to assisting the researcher with 
administration of questionnaires and note-taking during the FGD sessions as approved by the ethics 
committees. Funding for fieldwork activities was obtained through the Murdoch International Research 
Scholarship. 
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planning session was held with the interviewers in order to ensure their comprehension of the 
questionnaire and study procedures.  
Epidemiological variables 
A true casual-effect relationship between the investigated study questions (outcome variables) and 
anticipated causes (explanatory variables) were determined based on epidemiological principles. 
The four study questions termed epidemiological outcome variables were: (1) knowledge about 
various behaviours and strategies for HIV prevention; (2) beliefs about MC and the risk of HIV 
infection; (3) awareness about MMC as a strategy for HIV prevention; and (4) perceptions about 
MC associated with sexuality and masculinity. The anticipated causes termed explanatory 
(predictor) variables included study location, level of education, marital status, MC status, age, sex 
and religion. In a separate scenario (determination of attributable fractions), variables were 
tabulated in a two by two table as either the outcome or exposure. In this case, the outcome referred 
to the study question whereas the exposure referred to the explanatory variable. The questions were 
directly translated from English into Swahili or the local language where needed.  
Data analysis  
All statistical analyses were performed using the statistical software package SPSS version 22 
(SPSS Inc., Chicago, Illinois, USA) and Epi tools epidemiological calculator (Sergeant, 2017). 
Data were assessed for outliers and normality by plotting stem and leaf plots and frequency 
histograms. Descriptive and analytical statistics were carried out. Descriptive statistics were 
generated for all variables in order to establish distributions, proportions and percentages. 
Differences in the distribution (using chi-square tests) of respondents for the two sites were 
determined for the variables sex, age, education levels, marital status, and religion.  
Multivariable modelling was conducted to determine the causal-effect relationships between the 
outcome variables against the explanatory variables at a significance level p≤0.05 and results 
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interpreted using 95% CI of odds ratios. In the construction of the multivariable models all 
explanatory variables were deemed causal and therefore were retained in the final model with all 
models retaining location, education status, marital status, age and sex as fixed effects. Religion 
was excluded from all subsequent models because 98% of the respondents were from one religion. 
Estimates that showed significance (p< 0.05) were selected for additional statistical analysis by 
generating two by two tables and thereafter measures of effect which included attributable fractions 
and population attributable fractions. The attributable fraction expressed the proportion of an 
outcome in the exposed individuals that was due to the exposure whereas the population attributable 
fraction was analogous to the attributable fraction but produced estimates with reference to the 
larger population.  
Questionnaire administration process  
The procedures for administering the questionnaire were as follows:  
• On approaching a household, we (the trained interviewer and I) asked to speak with the 
household head (e.g. mother, father, or the eldest child over 18 years). After a brief 
introduction, we established the number of individuals over 18 years within the household.  
Males and females over 18 years were eligible to participate. The sick and those aged <18 
years were excluded from the study in line with the ethical requirements. We moved to the 
next household if no eligible individual was available to participate in the study. 
• In a household with more than one eligible individual, we requested to have a group 
briefing first. It is during the group session that we explained the research at length 
(Appendix E). For the individuals who indicated their willingness to participate, we held 
separate sessions with each of them where we obtained consent and administered the 
questionnaire.  
  
42 
 
 
• Nearly all interviews were carried out in Swahili5 (the national language in Kenya). A few 
were conducted in English or the local language (Luo or Maragoli) depending on the 
preference of the participant. When required, translations into the local languages were 
conducted by the local trained interviewers supporting me during the exercise. The duration 
of each interview was 30-45 minutes. After administering the questionnaire in one 
household, the next household was randomly selected, and the process was repeated until 
the desired sample size was achieved.  
2. Focus groups discussions  
Recruitment of participants into the FGDs involved different strategies. For instance, in the TMC 
communities, the local leaders gave me suggestions of individuals they thought would have a good 
understanding of the custom and I then approached those individuals and invited them to participate 
in the FGDs. Also, some of the survey respondents expressed interest and willingness to participate 
in the FGDs while others volunteered to participate in the study having heard about it from their 
peers. We purposively recruited individuals (aged over 18 years) residing in the respective sites 
and those from the targeted ethnic groups.  
In total, fourteen FGDs were held: eight6 (males=5, females=3) in the two sites occupied by the 
Luo; two (males=1, females=1) with the Kisii; and four (males=2, females=2) with the Maragoli. 
Separate7, discussions were held with ‘youth’ and ‘adults’. Participants aged 18-35 years were 
                                                     
5 In each site, the tools were piloted beforehand to ascertain accuracy of translations and arrive to at the 
simplest version of spoken Swahili or local language to use. The two-day training held with the trained 
interviews was also an opportunity to reach a consensus about the translations. Focus group discussions were 
mainly conducted in Swahili although most participants often switched back and forth between the languages 
during the discussions.  
6 One FGD was with uncircumcised men.  
7 In two sites (Karabach and Keboye) we held separate sessions with males and females but combined youth 
and adults. The two areas were very remote, and I had only a few days to recruit participants and conduct the 
interviews before the heavy rains restricted accessibility.  
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classified as youth8  and those over 35 years as adults. The number of participants for each group 
ranged from seven to thirteen. A wide range of demographics and occupations were represented in 
the groups including single and married participants, farmers, teachers, students, community health 
volunteers, small business owners, welders, quarry workers, and motorbike/bicycle taxi riders.  
The procedures for conducting the FGDs were as follows: 
• At the appointed time, the participants arrived at the venues. The venues included 
classrooms, social halls or open (under a tree) areas. These venues were private but not 
isolated. 
• I began the group sessions by explaining the study and its objectives and conducting a 
group consenting process whereby consent was obtained from the individuals in a group 
all at the same time. I also obtained consent to audio record the interviews. Individuals 
were free to withdraw their participation at this point. 
• Once the consenting process was complete, we moved to the discussion. I moderated all 
discussions while a trained interviewer assisted with note-taking. Most participants were 
comfortable expressing themselves in Swahili or switched back and forth between 
languages. I was not conversant with any of the local languages. However, the trained 
interviewers were all familiar with the local languages and therefore translated those 
instances when a participant chose to convey a point in their mother tongue. Although the 
FGD guide (Appendix C) allowed for flexibility in the order of questions, the discussions 
typically began by exploring participants’ perspectives about the HIV/AIDS epidemic. 
Often, the subject of MC emerged at this early stage; therefore, transition from HIV/AIDS 
                                                     
8 The Kenyan constitution (article 260) defines ‘youth’ as individuals aged 18-34 years. Under the African 
Youth Charter, youth includes persons aged 15-35 years.  
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to issues around MC occurred easily and naturally. The duration of each discussion was 
approximately 60-120 minutes. 
• At the end of the discussions, I summarized the key points and gave participants an 
opportunity to clarify or respond further to any of the issues covered and reiterated that any 
excerpts I used in my work would not contain individual names. 
For the rest of this chapter, I reflect on my positioning as a researcher during the interviewing 
process and outline the procedures for textual data management and analysis.  
2.4 Reflexivity 
Evaluating one’s position while conducting research and how such positioning may affect the 
research process and outcome is an important process in qualitative research (Berger, 2015; Gergen 
& Gergen, 1991; Koch & Harrington, 1998; Mauthner & Doucet, 2003). According to Berger 
(2015), researchers need to “better understand the role of self…[and] carefully monitor the impact 
of their biases, beliefs and personal experiences on their research” (p.220). Such monitoring 
enhances the validity and credibility of the findings (Berger, 2015; Finlay, 2002). Positioning 
shapes: the researcher-research subject relationship; how participants share information; and how 
the researcher interprets and reports the findings (Berger, 2015).   
In reflecting about my own positioning, I became aware that I occupied a few overlapping positions 
in relation to my research participants at any given time. In relation to the TMC groups, I was an 
insider due to my status as a member of a TMC ethnic group and therefore had a certain level of 
general awareness about the custom. Yet, my female status marked me as an outsider looking into 
a custom from which women are mostly excluded. Regarding the non-TMC group, my experience 
living amongst the Luo for several years as well as my involvement in VMMC implementation 
within the region allowed me a certain level of insider status. On the other hand, I was an outsider 
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among the Luo because of my different ethnic background and more so a circumcising one. Breen 
(2007) remarks that, “in embodying an insider, an outsider, or any role along the continuum, applied 
research encompasses particular challenges” (p.170). It is possible that my outsider status 
influenced respondents in either community to share the kind of information they thought I wanted 
to hear, and my gender impacted the degree to which males from these communities shared details 
of circumcision practices. Nevertheless, my gender did not outwardly appear to be an issue of 
concern, and respondents appeared to be at ease with myself and the topics discussed, being 
forthcoming with their views and opinions. 
I felt overall that my overlapping positions offered more opportunities than limitations. For 
example, during discussions with Maragoli males, my gender became less salient as I was judged 
against a different set of norms once they learnt of my ethnicity. Some male participants, for 
example, would mention that if I were a member of non-TMC community, they would not share 
information to the extent that they did. In this way, my insider status inspired openness, access to 
information, and trust. Furthermore, my knowledge of the area and understanding of the local 
culture gained from travelling and working in the area made it easier to connect with participants 
from the non-TMC community whereas my status as an outsider seemed to encouraged others to 
speak more freely about MC, possibly because there was less risk that I would gossip to others 
about their responses. Additionally, my status as a female researcher also had benefits because I 
was able to connect with the female participants and many of them felt that as a fellow woman, I 
could identify with some of their experiences. I also found that male respondents were at ease with 
me as a female interviewer —a situation that is contrary to what many would expect given the 
nature of the research topic.  
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2.5 Textual data management and analysis 
Nvivo (version 22) software was used in the analysis and management of focus group discussions 
data. To start off the analysis process, I first simultaneously transcribed and translated the 
recordings which allowed me to immerse myself in the discussions while noting down ideas as they 
emerged at this early stage.  
Having transcribed the recordings, I then created a project by importing the transcripts into the 
Nvivo software. At this stage, the information from the three sites was categorised into three folders 
corresponding to each ethnic group. For each group, I further separated information from 
discussions with males and females, and where applicable separated information from youth and 
adults. These folders formed the primary documents from which I carried out the rest of the 
analysis.  
The next step involved analysing the textual data using a thematic analysis approach. Braun and 
Clarke (2006) define thematic analysis as “a method of identifying, analysing, and reporting 
patterns within data” which generates rich, detailed, and complex accounts (p.79.). Thematic 
analysis was the most suitable approach to use because it is flexible and not tied to a theoretical 
framework. Braun and Clarke have identified six stages in a thematic analysis approach, namely: 
familiarisation with data; generating initial codes; searching for themes; reviewing potential 
themes; defining and naming themes; and generating the final report. Drawing on these stages, but 
not necessarily in that order, I read and reread the transcripts, deleted, revised, and merged codes 
as needed in order to refine my analysis and to make clearer the understanding of meanings attached 
to MC by various groups and the contexts underlying the views they held. The excerpts were 
automatically coded according to the respondents’ gender, ethnicity, and age-group as assigned in 
the primary documents. The final part of the analysis entailed interpreting the findings in line with 
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the research question and study objectives to arrive at the qualitative findings presented from 
Chapter Six to Eight.    
2.6 Conclusion  
In this chapter, I have described the methodology used in this research. A mixed methods research 
design within an overall multi-site case study approach was applied. The multi-site case study 
methodology was found appropriate for this study because the aim was to use MC as a case study 
to examine the impacts of “modern” biomedical knowledge with three communities selected for 
this study offering unique angles to this understanding. Moreover, the intention of this study was 
not to merely describe circumcision practices but to investigate how such practices and their social 
and cultural meanings are linked with their ‘natural’ contexts. Therefore, the qualitative research 
design was regarded as the most appropriate approach for understanding the meanings attached to 
MC while the quantitative component complemented the qualitative findings, thus improving 
generalizability and meaningfulness of the overall results. Quantitative household survey and 
qualitative focus group discussions were the main techniques of data collection. 
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CHAPTER THREE: LITERATURE REVIEW 
3.1 Introduction  
This thesis examines the impacts of male circumcision on traditional ideas, beliefs, and behaviours 
and vice versa. In Chapter One, I provided a background to MMC for HIV prevention and its 
implementation, and the place of traditional MC within the MMC for HIV prevention discourse. I 
maintained that addressing emerging issues around MC requires a broader interrogation of the 
social context. With that background, this chapter surveys literature on health communication and 
health campaigns as social actions designed to generate change in people’s beliefs, attitudes, norms, 
values and behaviours (Rogers & Storey, 1987). I discuss the introduction and integration of 
biomedicine through health campaigns in traditional societies as one of the consequences of 
colonialism which marked the start of modernisation in African societies. Further, I discuss some 
of the ways in which biomedical knowledge is transferred. The chapter underscores the fact that 
the spread and uptake of biomedical knowledge is shaped and mediated by various factors that are 
broader than those directly associated with specific health programs.   
3.2 Modernisation  
The decline of tradition in the face of modernity, and the ways modern societies differ from 
previous social orders, have preoccupied classical sociological theorists since Karl Marx. Tönnies 
conceptualized modern society in terms of a transition from Gemeinschaft (community) typified 
by feelings of group identity to Gesellschaft (society) whereby social ties become impersonal, 
indirect and bound-up with rational efficiency and self-interests (Waters, 2007). Similarly, 
Durkheim conceived modernisation in terms of a decline in tight-knit communities and the 
collective beliefs he believed held them together (what he referred to as ‘mechanical solidarity’), 
with a shift towards increasingly complex and differentiated roles, growing urbanization, 
development of specialised institutions, and distinct channels of communication (Eisenstadt, 2010; 
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Gieben & Hall, 1992). Max Weber perceived rationality as the defining feature of modern European 
societies as distinct to traditional societies with their emphasis on kinship, collective behaviour, 
religious and superstitious beliefs (Gieben & Hall, 1992). 
The overall assumption in classic modernisation theory is that social change occurs in a particular 
direction. Specifically, classical modernisation theorists believe that the Western European form of 
modernity will “ultimately prevail throughout the world” (Eisenstadt, 2010). That is, the values, 
cultures, institutions, and economies of undeveloped “traditional” societies will inevitably make 
way for the attributes of modern capitalist societies as this is the only rational path for progress 
(Lerner, 1958; Rostow & Rostow, 1990). From this perspective, globalization is seen as movement 
towards “cultural convergence” whereby cultures become increasingly similar (Pieterse, 2015).  
However, an economic-centred, western-centric, linear conception of social change is rejected by 
others. Inglehart and Baker (2000) assert that although economic development brings about 
significant cultural changes (such as a shift from traditional to secular-rational value, 
bureaucratisation, centralisation of authority, and secularisation), traditional values such as religion 
do persist and coexist with economic development. Further, traditional values can be revived during 
a period of economic decline (Inglehart & Baker, 2000). Another approach is that of “multiple 
modernities” which holds that while western modernity enjoys historical precedence, western 
patterns of modernisation are not the only “authentic modernities”, and that the impacts of 
modernity are mediated by the historical and cultural backgrounds of each society (Eisenstadt, 
2000). Thus, modernity constitutes “continual constitution and reconstitution of a multiplicity of 
cultural programs” (Eisenstadt, 2000, p.2). Subsequently, globalization does not necessarily replace 
local cultures but rather interacts with them to produce “the glocal” (Robertson, 1994).  
In spite of the different ways that modernisation is conceived by different scholars, there is a 
consensus that modernisation has transformed traditional societies. In Kenya and other African 
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societies, colonialism set in motion rapid social changes through the introduction of new economic 
systems and political institutions, resulting in detraditionalization. The colonial economic policies 
which emphasized cash crop farming not only disrupted indigenous economies but also reorganized 
existing patterns of work and gender roles as the locals were drawn into the new economic systems 
as wage labourers. Among the Kisii for example, the movement of men into wage labour meant 
that women started taking on responsibilities previously exclusively done by men such as clearing 
bushes, milking, constructing granaries and building fences (Stichter, 1977).  
In pre-colonial Kenya, much of the population lived in rural areas. Reliance on subsistence 
agriculture and cattle herding did not encourage the growth of urban trading centres except along 
the coast where trade between the locals and the Arabs gave rise to towns. However, the 
administrative centres set-up by the colonial administrators, European settlement, land alienation, 
imposition of taxes, western education, and forced labour directly or indirectly contributed towards 
migration from rural areas and growth of urban centres (Morgan, 1969). Today, Kenya is 
experiencing rapid urbanization (defined as the process of growth in the urban proportion of a 
country’s entire population) and urban growth. For example, the urban population stood at 25.20% 
in 2014 compared to 5.5% in 1950 and is expected to increase to 32.83% by 2030 (Kimenyi et al., 
2015). Economic growth and rural-urban migration underlie the rapid growth of urban populations 
(Hope Sr, 2012). Migration from rural areas is driven by “pull factors” that include better economic 
opportunities in urban areas and expectations of better education facilities, and “push factors” such 
as drought, famine, rural population pressure, and conflict (Hope Sr, 2012). Young people who are 
often well educated and highly motivated and therefore seeking to better themselves economically 
make up most urban migrants. Unmarried young men are more likely than older men to move from 
rural to urban areas. However, a significant proportion of married men also move to urban areas in 
search of employment leaving their families in the rural areas. There is also a notable number of 
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unmarried, divorced, and widowed women engaged in the informal sector in urban areas (Hope Sr, 
2012). 
Politically, the effects instigated by colonialism can be felt to the present day. For example, elders 
in some Kenyan communities are no longer playing a significant role in conflict resolution and 
judicial matters (Sangree, 1986, 1992). Pre-colonial African societies exhibited significant 
heterogeneity in their political organization. Some societies, such as ancient Egypt in the North, 
Nubia and Axum in East Africa, Mali and Shoghai of West Africa, the Shona and Zulu of South 
Africa, were organized around large centralized kingdoms ruled by monarchs (Michalopoulos & 
Papaioannou, 2013; Sesay, 2014). Other societies, known as acephalous societies, did not have 
kings, chiefs, or a clear centralized system but the governance system was devolved to the village 
level, with various centres of power including councils of elders and the age-grade systems (Sesay, 
2014). Moreover, leadership was rotational and decision making was by way of consensus, 
therefore no one group, or individual had absolute power. In Western Kenya, the Wanga people, a 
sub-group of the Luhya, had a centralised kingdom under the leadership of king Nabongo whereas 
the Kisii, the Luo and other Luhya subgroups had decentralized systems organized around clans. 
Among the Kisii, judicial matters were resolved at the household level by the patriarchal head of 
the homestead or through informal courts, eruteri, composed of respected elders from different sub-
clans (Masese & Mwenzwa, 2012). Upon colonization, British legal systems with their new 
procedures and power replaced the indigenous governance and judicial systems. The colonial 
administration appointed chiefs to mediate between them and communities with little regard for 
the existing governance structures and their emphasis on age, rites of passage, and lineage systems. 
Today, Kenya defines itself as a multiparty democracy. In its quest to become a modern democratic 
state, a new constitution with a devolved system of governance was adopted in 2010 and the country 
has had six general elections since gaining independence in 1963.  In 2017, two elections were held 
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within a period of three months (August-December) after the Supreme Court annulled the 
presidential results from the first election and called for a fresh election. The annulment of the 2017 
Kenyan elections is described by political commentators as a demonstration of a truly independent 
judiciary and therefore hailed as “a victory for [African] democracy” and a sign of Kenya’s 
“maturing democracy” (Nyabola, 2017). 
3.3 Biomedicine  
Biomedicine was introduced in Africa in the context of colonization. Baronov (2010) contends that 
“biomedicine in Africa is a creature of European colonization and the expanding capitalist world 
system” (p.3). Biomedical advances bolstered Europeans conquests, thereby paving the way for 
Western expansion. Moreover, biomedicine was selectively and strategically deployed first to meet 
the needs of European soldiers and the colonial administrators, then the settlers, civil servants and 
laborers in that order (Baronov, 2010). In Kenya, medical services were concentrated in the central 
Kikuyu region which had the largest population of white settlers (Baronov, 2009). When 
biomedical services were finally expanded to indigenous populations, missionary-based facilities 
played the predominant role in service provision and emphasis was placed on curative rather than 
preventive services. The unequal distribution of health services and focus on curative medicine 
continued post-independence and can be seen to date.  
The Europeans perceived Western medicine as an ‘apolitical source of rational, scientific thought’ 
and it was expected that the spread of biomedicine would ultimately displace ‘backward’ 
indigenous cultural practices (Baronov, 2010). Pre-colonial African societies had overlapping 
pluralistic beliefs about illness. The natural (for example, infection and contagion), the supernatural 
(for example, witchcraft, magic, sorcery), and the social worlds (for example breakdown of social 
relationships) were all invoked to explain illness (Baronov, 2010). The nature of the intervention 
was dependent on the identified cause of disease. The Sukuma of Tanzania for example attributed 
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illnesses affecting the entire community to an environmental cause such as a pollution (Baronov, 
2010). Among the Yoruba of Nigeria, malaria was identified as a specific disease and was treated 
using various herbal infusions, while smallpox was believed to have supernatural causes and was 
attended by the smallpox priest (Maclean, 1978). Biomedicine on the other hand was premised on 
“singular, unchanging” modern scientific principles (Baronov, 2010, p. 91). Thus, the extension of 
biomedicine into African societies became a means to introduce western scientific norms. Health 
campaigns to combat malaria, plague, sleeping sickness, and yaws marked the earliest attempts to 
introduce biomedicine to African populations (Baronov, 2009, 2010; Dawson, 1987). 
3.4 Medicalization 
The entrenchment of the biomedical model has continued in the 21st century with the phenomenon 
of medicalization. Conrad (1992) defines medicalization as the process by which “non-medical 
problems become defined and treated as medical problems, usually in terms of illness or disorders” 
(p.209). Additionally, Conrad asserts that “medicalization consists of defining a problem in medical 
terms, using medical language to describe a problem, adopting a medical framework to understand 
a problem, or using a medical intervention to treat it” (p.211). Therefore, medicalization includes 
not just non-medical problems but all problems that are defined in medical terms (Conrad, 1992). 
From this definition, Carpenter (2010) conceives medicalization of MC as the adoption of the MC 
procedure as a public health measure, including its performance by a medical practitioner and in a 
medical setting as opposed to having it performed by a religious or traditional (ritual) practitioners. 
The reference to the foreskin in medical terms as a “potentially disease-inducing” body part also 
constitutes medicalization of MC (Carpenter, 2010). Moreover, the category ‘MMC for HIV 
prevention’ has broadened the rationale for undergoing MC. Although MC was already partly 
medicalized before the link with HIV emerged to the extent that the procedure might be undertaken 
at a medical facility for safety reasons, religious and cultural reasons still underlined decisions to 
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seek MC in a health facility, and hence it was not medicalized in terms of intent. By linking MMC 
to HIV prevention in terms of intent, non-circumcising populations (and even some among the 
circumcising populations) could begin to claim this new category for themselves.   
The notion of medicalization emerged in the 1970s. Scholars initially envisaged medicalization in 
terms of social control and were concerned over what they saw as an ever-increasing power and 
authority of the medical profession (and in particular the field of psychiatry) over the definition of 
health and illness, and the treatment of deviant behaviours, such as excessive alcohol consumption 
and homosexuality, as medical conditions (Conrad, 1975; Illich, 1976; Zola, 1972). Zola (1972) 
states that medicine was becoming the “new repository of truth” and was “nudging aside, if not 
incorporating, the more traditional institutions of religion and law” (p.210). Ballard and Elston 
(2005), citing Friedson (1970), suggest that with the power derived from their knowledge and 
expertise, medical professions were creating their own specialized notions of illness and at the same 
time, acting as moral entrepreneurs as they extended medical monopoly over more aspects of 
everyday life. Additionally, Illich (1976) proposes that the extension of medical jurisdiction into 
more aspects of life was causing ‘iatrogenesis’, meaning that people’s agency and capacity to deal 
with health and illness is being undermined. According to Illich, iatrogenesis can be social and 
cultural. Social iatrogenesis includes the medicalization of life (e.g. hospitalization of patients for 
conditions that were previously managed at home) while cultural medicalization consists of 
interference with traditional ways of managing pain, sickness, and death.  
Later works expanded the study of medicalization from deviance to natural biological conditions 
such as pregnancy, childbirth, menopause, menstruation, and aging (Barker, 1998; Bell, 1987; 
Cahill, 2001; Estes & Binney, 1989; Kaufert & Gilbert, 1986). Moreover, evidence suggested that 
the lay population are not docile recipients of medicalization. Social movements and social interest 
groups have in the past influenced the medicalization of certain conditions such as alcoholism 
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(Conrad, 2007). In recent years, biotechnological innovations and pharmaceutical companies are 
held as key drivers of medicalization in western societies (Clarke et al., 2010; Conrad, 2007). 
Clarke et al. (2010) suggest that significant techno-scientific innovations within the field of 
biomedicine have intensified the process of medicalization since the 20th century culminating in 
biomedicalization; a phenomenon which in turn is transforming western societies in the 21st 
century. Furthermore, Conrad (2007) contends that while the prevalence of medicalization is much 
more apparent in the United States, it is also becoming an international phenomenon, not only as 
an outcome of the expanding hegemony of Western biomedicine but also because of forces of 
globalization including the mass media and the internet. However, medicalization in traditional 
societies is linked with the process of modernisation that has been occurring since colonial times. 
That is, medicalization in traditional societies is not a separate process but rather the introduction 
of Western biomedicine through colonization with the intention of replacing traditional beliefs and 
methods of managing illness, disease and health in and of itself consists medicalization.  
Modernisation has produced a receptive environment for the impact of health campaigns that aim 
to change health beliefs and practices, and thereby has worked hand-in-hand with health campaigns 
to bring about the medicalization of beliefs and practices that were previously embedded in 
traditional frameworks. Health campaigns in today’s society occur within the framework of health 
promotion which, as noted in Chapter One, is an element of the new public health and has as one 
of its concerns the education of individuals and populations about how to change their behaviours, 
beliefs, and practices to achieve better health outcomes.   
3.5 Health promotion campaigns 
Health promotion as a framework for planning and implementing health interventions is now 
widespread across many African countries (Nyamwaya, 2003). Health promotion approaches take 
the form of: information, education and communication (IEC); health education; behaviour change 
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communication (BCC); social mobilization; and social marketing. In particular, the mass media is 
widely used to reach large populations with health information. Mass media campaigns have 
addressed a wide range of health issues from child and maternal health, malaria, tuberculosis 
prevention, cancer and diabetes screening, and HIV prevention. Messages are typically placed in 
radio, television, newspapers, billboards, and posters to reach large audiences. The use of emerging 
media and new technologies (mobile phones, social media) for health education, information 
dissemination, and to improve disease management is also becoming increasingly common (Lester 
et al., 2010; Thirumurthy & Lester, 2012; Vahdat et al., 2013). Some media campaigns last for a 
short period and others are prolonged and recurrent. In Kenya, vaccination campaigns for example 
are often seasonal while HIV prevention campaigns are ongoing. Also, programs may employ 
multiple methods as part of larger social marketing campaigns.  
For much of the general population in African countries, the mass media is a primary source of 
HIV/AIDS information (Benefo & Takyi, 2002; Muli & Lawoko, 2014). For example, in Zambia, 
television has generated the most demand for VMMC (Masebo, 2015). The intention of most 
campaigns is to directly influence decision-making processes by appealing to the targeted groups’ 
cognitive or emotional responses. Thus, a key issue in the use of mass media for health promotion 
is how messages are framed to communicate behavioural recommendations and anticipated health 
outcomes. Health messages may utilize a ‘gain frame’ which highlights the benefits of adopting a 
particular health behaviour or ‘loss frame’ emphasizing the consequences of not adopting a 
particular behaviour (Gallagher & Updegraff, 2011). For example, VMMC campaign messages 
(see sample in appendix H) use a gain frame by stressing that uncircumcised men will reduce their 
chance of HIV infection by 60% by undergoing MMC. In Zimbabwe, VMMC was framed as a 
lifestyle choice for the ‘smart’ man (Hatzold et al., 2014). A loss frame would underline the higher 
risks of HIV infection for uncircumcised men.   
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In addition to mass media, interpersonal communication strategies are also used in health 
promotion. One such strategy is the deployment of community health workers.  The American 
Public Health Association (APHA) describes community health workers (CHWs) as frontline 
public health workers who are trusted members of and/or have an unusually close understanding 
of the community served (American Public Health Association, 2009). Because of their familiarity 
with and understanding of community needs, CHWs are perceived as liaisons or links between the 
health services and the community to facilitate access to services on the one hand, and on the other 
hand increasing health knowledge in the community (APHA, 2009). In Kenya, the Ministry of 
Health (MoH) introduced the community health strategy in 2006 (Ministry of Health, 2006) with 
the aim of “empowering Kenyan households and communities to take charge of improving their 
own health” (MoH, 2006; p. vii). The strategy centres around community units of 5000 people with 
50 CHWs responsible for 20 households each. Community health workers are engaged in health 
promotion at the household level for services ranging from maternal, child, and youth services. 
Moreover, they collect household-level demographic data and health information, make referrals, 
and assist with the management of chronic illness including HIV/AIDS (Ministry of Health, 2006) 
The other interpersonal strategies are peers and community opinion leaders. Peer-based 
interventions consist of involving lay people who share some personal characteristics, experiences, 
or circumstances with the target population in the delivery of health interventions (Simoni, Franks, 
et al., 2011; Simoni, Nelson, et al., 2011). Peers may be of the same age, ethnicity, socioeconomic 
background, or belong to the same subgroup as the targeted population, and it is these shared 
characteristics, experiences, or circumstances that are thought to shape how health services or 
information is delivered and received by the clients (Simoni, Nelson, et al., 2011). For example, 
males who have undergone VMMC are engaged to create demand for services within their 
networks, which has been found to be effective in enhancing acceptability because they can share 
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their before and after experiences. HIV infected individuals are also trained as ‘peer navigators’ to 
facilitate HIV care (Karwa et al., 2017; Shah et al., 2018). Peer-based interventions may be 
designed to provide health education, offer social support, change social norms, engage in 
advocacy, and promote self-efficacy (Simoni, Franks, et al., 2011). Opinion leaders on the other 
hand are those individuals whose views, attitudes, and actions naturally exert greater influence over 
other members of the population. In Kenya, these influential individuals have included politicians 
and religious leaders. Rogers (2003, p.271) defines opinion leadership as the “degree to which an 
individual is able informally to influence other individuals' attitudes or overt behaviours in a desired 
way with relative frequency”. Typically, opinion leaders are widely and naturally liked and are 
similar in some way to the target population, therefore their actions are easily observed and 
imitated. Thus, opinion leaders are models and trusted trendsetters who alter the perception of 
behaviours, beliefs, and ideas that are considered normative (Rogers, 2003). When opinion leaders 
endorse behaviour change, the first to be influenced are the early adopters, then the rest of the 
population is follows over time until eventually the new behaviour or innovation becomes 
normative. Rogers contends that a prospective adopter’s assessment of an innovation is often not 
based on scientific research by experts but on the experience of those peers who adopt the 
innovation earlier. Rogers therefore argues that “at the heart of the diffusion process is modelling 
and imitation” which underlines the centrality of interpersonal relations and the social system in 
the diffusion process.  
Literature from a broad range of health areas has shown health promotion activities can influence 
health knowledge, attitudes, beliefs, and behaviours. In the context of HIV/AIDS, studies show that 
individuals exposed to mass media campaigns have higher levels of knowledge and are more likely 
to get tested for HIV (Marum et al., 2008; Onsomu et al., 2013; Sano et al., 2016). A study 
investigating the impact of mass media on personal risk perceptions, self-efficacy, and other 
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behavioural predictors in sub-Saharan Africa found that the exposure to branded condom messages 
was associated with greater belief in the efficacy of condoms, lowered the perception that obtaining 
condoms is difficult, and reduced embarrassment in purchasing them (Agha, 2003). A meta-
analysis of the effectiveness of mass media interventions for HIV prevention covering the period 
1986 to 2013 also found increases in condom use particularly in relation to longer campaigns 
(LaCroix et al., 2014). In another study about the effect of mass media on intention to use female 
condoms in Tanzania, mass media exposure significantly increased the probability of couples 
discussing condom use and their intention to use them in the future (Agha & Van Rossem, 2002). 
The use of short text messages has also been found to be effective in improving HIV testing and 
adherence to HIV treatment (Lester et al., 2010). 
In other health sectors, higher contraceptive use has also been linked to mass media exposure 
(Ajaero et al., 2016; Babalola et al., 2017). In malaria interventions, mass media campaigns 
increase knowledge about insecticide treated nets (ITNs) and the likelihood of individuals sleeping 
under them (Ankomah et al., 2014; Yaya et al., 2018). Immunization campaigns in Western Kenya 
have also utilized mobile-based strategies to raise coverage, with one study showing that 86% of 
individuals receiving text messages as reminders had their children immunized within 12 months 
(Manakongtreecheep & Davis, 2017). In Kenya, the community health strategy is attributed to the 
dramatic increase in the number of women attending antenatal visits as well deliveries by skilled 
rather than traditional birth attendants (Adam et al., 2014; Nzioki et al., 2016; Okuga et al., 2015; 
UNICEF, 2010; Wangalwa et al., 2012). Behaviour change among sex workers and compliance 
with HIV treatment among people living with HIV/AIDS in Western Kenya due to peer-based 
interventions has been noted (Karwa et al., 2017; Luchters et al., 2008). The involvement of opinion 
leaders is seen as having extensively contributed towards the success of the VMMC program in 
Kenya (Mwandi et al., 2011).  
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3.6 Factors mediating effectiveness and impacts of health promotion campaigns 
Structural factors  
Structural factors such as socioeconomic status, education, and gender also mediate the transfer of 
biomedical knowledge and individuals’ engagement with health systems. For example, 
socioeconomic status is an important determinant of timing of care and choice of health care 
provided. In a review of health inequalities in transitioning countries, Makinen et al. (2000) found 
that the chance of obtaining care, being seen by a doctor, and receiving medicine when ill, is higher 
in wealthy households compared to poor groups. Awiti (2014) examines the correlation between 
poverty and choice of health care provider for children and adults in Kenya and concludes that 
poverty lessened the odds of visiting a modern health care provider in all age-groups. Failure to 
seek care and/or preference for traditional over modern health care providers because of poverty is 
particularly evident in rural areas (Chuma et al., 2007; Kuuire et al., 2015; Tanimola & Owoyemi, 
2009). Most rural Kenyan populations are believed to rely on traditional health providers, partly 
because of their inability to afford modern health services and given that traditional healers will 
often not demand money or are willing to accept in-kind payments (Lambert et al., 2011). Educated 
individuals have greater media exposure and understanding of health information including disease 
explanation, disease prevention and treatment options compared to those with low literacy levels 
in rural and hard-to-reach populations (Achia, 2014; Ayisi et al., 2011). The presentation of health 
messages in written form or complicated pictures further compromises their comprehension by 
individuals in rural areas because of their limited literacy skills (Vlassoff, 1994). Moreover, 
education is correlated with a higher income status, hence better access to financial resources. 
Additionally, studies in Ghana and Kenya show that greater educational attainment induces 
individuals away from traditional methods (Abubakar et al., 2013; Tabi et al., 2006).  
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Numerous studies have shown that women engage in health promoting behaviours more often than 
men (Benziger et al., 2011; Das et al., 2018; Galdas et al., 2005; Johansson et al., 2000; Muriithi, 
2013; Thompson et al., 2016). Women are more inclined to seek health care, adhere to prescribed 
therapies, and adopt a healthier lifestyle than men (Galdas et al., 2005). Additionally, women, and 
especially those in rural areas, have been found to have higher odds of believing and consulting 
traditional healers, and to utilize both traditional and modern health care systems (Das et al., 2018; 
Mothupi, 2014; Nelms & Gorski, 2006). Gender roles, masculinity and male dominance – aspects 
that are often rooted in culture – are linked to gender differences in health seeking behaviours 
among men and women. In a patriarchal system, men are held as less vulnerable, more powerful, 
and their bodies more structurally efficient than women, and these ideals are linked to the tendency 
for men to delay health seeking and/or under-utilizing heath facilities, or seeking care only for those 
conditions perceived as ‘hard’ (e.g. heart diseases), as part of enacting or exhibiting hegemonic 
masculine ideals (Courtenay, 2000). Women and young people on other hand have less control in 
household decision-making in patriarchal, mostly rural, societies which impacts where and when 
they can seek care (Diiro et al., 2016). Among the Kisii for example, family members have authority 
over diagnosis and control of treatment (Masese, 2011). Moreover, the man who is the head of the 
homestead and custodian of all resources makes the final decision. All other members are bound 
by the decision made by the household head and social sanctions are imposed on the non-compliant 
members.  
Cultural beliefs and practices 
Cultural beliefs have also emerged as an important factor not only impacting health behaviours, but 
also how health information is interpreted and understood, and thereafter how individuals engage 
with health systems. In a study among the Luo, Nangendo (2006) found that mothers delay 
initiating prenatal care early in their pregnancies and also prefer homebirth to delivering in a health 
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facility because of the beliefs that: the blood of childbirth must be shed in their father’s homestead 
where conception took place; that all the ancestors come together at the father’s compound to bless 
the infant, the parents and the community; and that the placenta must never be buried outside the 
father’s compound. The placenta and all the items used during delivery must then be buried out of 
sight in a secret hideaway to avoid their use for malevolent intentions through witchcraft. Similarly, 
among the Luhya the belief that the placenta must be buried secretly to avoid being bewitched 
emerged as a factor affecting men’s support for skilled childbirth (Nanjala & Wamalwa, 2012). In 
another study with the Luo, women reported not using modern contraceptive methods, despite 
having a high level of awareness about them, due to the cultural belief that a woman must give 
birth until menopause to expel all her eggs from her body for the sake of the community’s survival 
(Nangendo, 2012). Moreover, the use of contraceptives was associated with disobedience of the 
Luo supreme being ‘Nyasaye’ and the founder of the tribe ‘Ramogi’ (Nangendo, 2012). Among 
both the Luhya and the Luo, mothers and their newborns are expected to stay indoors after birth 
for a period of time to protect them from ‘evil spirits’; a belief that impacts decisions to seek care 
in health facilities (Nangendo, 2012; Nanjala & Wamalwa, 2012).  
Cultural practices such as TMC initiation rites are also imbued with meanings, cultural and 
religious significance that form an important dimension in health communication. Among the Luo, 
the cultural practices of widow inheritance and ritual cleansing persist despite increasing the odds 
of HIV infection for widows (Perry et al., 2014). Perry et al. (2014) observe that Luo widows are 
often faced with the challenge of limiting their risk of HIV infection while meeting the cultural 
expectations of inheritance and participating in sexual cleansing rituals without using condoms. 
Another cultural practice in western Kenya is FG/FGM among the Kisii and the Kuria. The 2014 
Kenya national demographic and health survey (KNBS, 2014) estimated that 84% of Kisii females 
were circumcised. The type of circumcision practiced by the Kisii is clitoridectomy (also known as 
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type 1) which involves the removal of the clitoris. FGM is regarded as harmful practice, a violation 
of human rights (WHO, 2008) and is associated with serious health consequences including 
excessive bleeding, anemia, infection, HIV/AIDS transmission, and problems with labor and 
delivery (Jones et al., 1999; Morison et al., 2001; WHO, 2008). Despite knowledge of the risks 
involved, the female ritual is justified as a cultural obligation and rite of passage (Obwoge et al., 
2018). A study (Njue & Askew, 2004) on reasons for the persistence of the practice also established 
that: it is strongly perceived as a cultural identifier distinguishing Kisii women from their Luo 
counterparts; is seen as limiting a woman’s sexual desire and therefore presumably promotes 
fidelity within marriage; and it confers respect on girls. Among the Kuria, FGM is a prerequisite 
for marriage and if a woman marries before circumcision, the husband’s family can insist that they 
deliver the baby at home attended by a traditional birth attendant for them to be circumcised during 
labour (Oloo et al., 2011). Examples of other practices that impact on health seeking behaviours in 
Western Kenya and elsewhere in the country are early marriage and polygamy.  
Perceptions about disease aetiology  
The interaction between modern biomedical ideas and traditional ideas is complex. Individuals 
usually turn to modern biomedicine for health conditions attributed to ‘natural causes’ (e.g. malaria, 
typhoid) and to traditional healers for conditions believed to have supernational causes (e.g. spirits, 
witchcraft, breaking taboos). In Coastal Kenya for example, epilepsy, convulsions, and mental 
health problems are commonly perceived by the residents as uniquely suited for traditional healing 
(Kendall-Taylor et al., 2008). In the case of childhood epilepsy, a spirit known as ‘nyagu’ is thought 
to be the cause of epilepsy and it is assumed that seizures begin and subside when the spirit visits 
and departs the child respectively (Kendall-Taylor et al., 2008). Among the Yoruba of Nigeria, 
children believed to be ‘abiku’ (spirit children) are treated through traditional methods 
(Ogunjuyigbe, 2004). In Congo, Sabuni (2007) reports that all illness is strongly associated with 
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witchcraft, as captured in a local saying that “Congolese people do not die by microbes”.  In Luo 
culture, disease symptoms such as diarrhoea and severe wasting are sometimes attributed to ‘chira’ 
which is an affliction thought to be caused by violation of the community’s moral and social order. 
When HIV/AIDS emerged in Luoland, it was interpreted as ‘chira” given the similarity of 
symptoms between the two (Ayikukwei et al., 2008). Among the Kisii, illnesses whose symptoms 
persist and fail to respond to treatment are perceived as abnormal and having supernatural causes. 
Illnesses with supernatural causes are thought to be a form of punishment for failure to observe 
rituals or taboos (Masese, 2011). For the Turkana of North Western Kenya, illnesses are categorised 
into those caused by God and those by witchcraft. Diseases attributed to God are treated mostly 
through traditional plants and herbs and western biomedicine, whereas illnesses rooted in witchcraft 
are treated through divination (Harragin, 1994). Traditional and biomedical solutions can also be 
utilized simultaneously in different contexts. Among the Kisii, Masese (2011) notes that when the 
cause of illness is uncertain, individuals seek both traditional and biomedical systems as reflected 
by the saying “Nkio giasirere rogoro, kerigerie maate” meaning “if not certain where to find it, try 
all directions”.  
Program implementers and policy makers acknowledge that the relationship between health 
communication, the target population, and the environment is complex. Subsequently, the 
effectiveness of health communication is thought to be enhanced by understanding the cultural 
characteristics of a group then customizing programs and services to respond to the specific needs 
of those communities (Airhihenbuwa, 1995; Dutta, 2007; Kreuter & McClure, 2004). Often, this 
narrows down to a ‘cultural sensitivity’ approach which entails crafting messages, using 
appropriate language and symbols that resonate with the targeted community (Airhihenbuwa, 1995; 
Dutta, 2007; Kreuter & McClure, 2004). The values, practices, and beliefs of the target groups are 
conceptualized as variables to be incorporated into health communication messages (Dutta, 2007). 
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A culturally-sensitive health campaign involving elders as opinion leaders for example appeals to 
the style of decision-making in some societies. According to Dutta, “an intervention is successful 
when it responds adequately to the variables that have been identified by the interventionist as 
relevant to the effectiveness of the message, resulting in effective behavioural change in the 
community” (2007, p.308).  
Social ecological models offer a framework for conceptualizing the relationship between individual 
health seeking behaviour and the environment, including structural and cultural factors. In contrast 
to behavioural models, ecological models take into consideration multiple settings and social 
contexts including the larger cultural and social dimensions that shape behaviours (Richard et al., 
2011).  Burke et al. (2009) define social context as “the sociocultural forces that shape people’s 
day-to-day experiences and that directly and indirectly affect health and behaviour” (p.2). Among 
these forces are historical processes such as colonialism and migration, institutions, family, and 
interpersonal relationships. Burke et al. (2009) further note that “these forces are co-constitutive, 
meaning that they are formed in relation to and by each other and often influence people in ways 
of which they are not consciously aware” (2009, p.2). Thus, social ecological models emphasize 
the “interdependence of environmental conditions within particular settings and the 
interconnections between multiple settings and life domains” (Stokols, 1996, p. 286). The 
environments within which behaviour takes place are held to be multidimensional, therefore can 
be described at various levels. Further, the interaction between behaviour and environment is 
perceived as reciprocal in that the environment sets limits on behaviour, and the behaviour of 
individuals and groups also influences their environment (Green et al., 1996), a process akin to 
Giddens (1984) concept of structuration. In line with the social ecological perspective, this study 
takes as its starting point that biomedical knowledge is disseminated and interpreted within 
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dynamic community contexts and that multiple factors come into play in the analysis of health 
interventions.  
Key concepts in relation to the social ecological framework  
Bronfenbrenner’s (1979) social ecological model, which focuses on the micro, meso-, exo-, and 
macrosystem influences, is a useful analytical framework in HIV prevention interventions (Coetzee 
et al., 2015; Gombachika et al., 2012). In this model, the microsystem refers to an individual’s 
immediate environment (family, school, peer). Mesosystems constitute and emerge from the 
relationship between two or more settings (for example the relationship between family, school and 
peers). The exosystems are the environments which do not directly involve the individual but 
nevertheless have an impact on them (for example family members’ interactions with the media), 
while the macrosystem is the outermost level of influence and represents the overarching beliefs, 
values, and norms embodied in the cultural, political, and socioeconomic organization of society 
and serve as a lens through which interpretations of experiences takes place (Bronfenbrenner, 
1979). This model facilitates the understanding of individual, sociocultural, political, and economic 
factors that influence and are influenced by health promotion programs.  
3.7 Unintended consequences of public health campaigns 
As outcomes of and inputs into the social process, health communication campaigns can have both 
intended and unintended consequences (Cho & Salmon, 2006). Cho and Salmon (2006) state that 
“as an element in the social process, [health] campaigns may interface and interact with, as well as 
influence, their divergent audiences and their social environments to create effects that were not 
intended by the planners” (p.5). Moreover, “individuals may carry the intended meanings to 
unintended levels and contexts through subsequent communicative actions, and the social 
environments surrounding them may direct the process and outcomes of a campaign to unintended 
contexts and levels” (p.6), therefore unintentionally modifying “the values, cultures, of the society 
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and its diverse subsectors”. Cho and Salmon (2006) have classified unintended consequences into: 
confusion and misunderstanding; boomerang effects; desensitization; reinforcing existing social 
distribution of knowledge; reinforcing attitudes and behaviours instead of changing them; and 
shifting focus to the individual instead of the social structure as the cause of health inequalities 
among other effects. Although the focus for program planners is often to eliminate the undesirable 
unintended consequences, Cho and Salmon (2006) note that it is not always the case that 
consequences are undesirable. For example, media messages may impact behaviour indirectly by 
setting a health issue as an agenda for interpersonal discussions which in turn may boost the 
adoption of that behaviour by an unintended audience. Understanding of unintended consequences 
on unintended audiences in Cho and Salmon’s view enhances a complete and objective assessment 
of campaign effects. 
In the dissemination of information around MMC, the risks of unintended consequences have not 
gone unnoticed, as exemplified by concerns about risk compensation and gender impacts of 
promoting MMC for HIV prevention in the general population which will be discussed in the next 
chapter. However, what has not been adequately covered, and part of what this thesis attempts to 
address, are the unintended consequences of VMMC promotion campaigns on unintended 
audiences, such as TMC communities.  
3.8 Conclusion  
In this chapter, I have provided an overview of modernisation and its impacts on traditional 
societies. I have made the point that in Kenya and elsewhere in SSA, biomedicine was introduced 
through colonization and its diffusion in contemporary settings is tied to the phenomena of 
globalization and medicalization. I have also discussed some of the strategies used in health 
communication and their impacts on social and behaviour change. Moreover, it has been noted that 
the delivery and uptake of health promotion campaigns is influenced by a combination of micro 
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and macro level factors. Thus, the impacts of health promotion need to be understood using a social 
ecological lens to capture the reciprocal relationships between health communication, behaviour 
change and the prevailing, changing environmental contexts. Consequently, this thesis attempts to 
situate contemporary perspectives on MC as a health innovation and as a cultural practice within a 
context marked by intensification of modernisation, medicalisation and other macro forces of social 
change, hence contributing to the social ecological perspective in health promotion. But first, I will 
provide in the next chapter an overview of HIV/AIDS in Kenya and SSA, the factors associated 
with high HIV rates, and current HIV prevention efforts including the VMMC program.  
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CHAPTER FOUR: HIV/AIDS 
4.1 Introduction   
In the previous chapter, I provided a background on modernisation that includes the introduction 
of biomedicine into African societies. Further the chapter discussed how the spread of biomedical 
knowledge has intensified with health promotion programs. Health promotion campaigns have 
been largely effective at shaping traditional beliefs, behaviours and practices. Nevertheless, I 
showed that health behaviours and how individuals engage with biomedical knowledge is mediated 
by a range of cultural and structural factors that interact in complex ways, which in turn influences 
the effectiveness and impacts of health promotion campaigns sometimes in unintended ways. This 
chapter extends that general line of discussion and proceeds in three parts. In the first part, I 
examine HIV/AIDS in Kenya and other Sub-Saharan (SSA) countries to identify the factors that 
contribute to high HIV prevalence rates. These factors operate at the individual, cultural, and 
structural levels and overlap in different ways shaping the context of HIV transmission and 
implementation of HIV prevention interventions. In the second part, I discuss strategies and 
approaches to HIV prevention and the challenges and barriers that are encountered in their 
implementation. In the final part, I broaden the overview of MMC as an intervention for HIV 
prevention that was introduced in Chapter One in order to prepare the reader for the results 
presented in subsequent chapters. 
4.2 HIV/AIDS: Overview  
In 2017, an estimated 36.9 million people were living with the human immunodeficiency virus 
(HIV) virus globally. Countries in eastern and southern Africa accounted for over half (19.6 million 
cases) of the global HIV/AIDS burden. In addition, the region recorded 800,000 and 380,000 
AIDS-related deaths in 2017 (UNAIDS, 2017). Eight countries – Malawi, Ethiopia, Mozambique, 
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Kenya, Tanzania, Uganda, Zimbabwe, and Zambia – account for 50 per cent of the total new HIV 
infections in the region, while two thirds of new infections (270, 000) occurred in South Africa 
(UNAIDS, 2016a). 
Clinical diagnosis of Acquired Immunodeficiency Syndrome (AIDS) was first made in the United 
States in the early 1980s after young homosexual men presented with, and thereafter succumbed 
to, rare cases of malignancies and unusual opportunistic infections (Centers for Disease Control, 
1981). The causative agent was later identified as the human immunodeficiency virus (HIV). The 
HIV virus attacks the body’s immune system and causes depletion of CD4+ T cells. Without 
treatment, infection with HIV progresses from acute infection stage, to clinical latency/dormancy 
stage, and finally to full blown AIDS whereby the individual’s immune system is overwhelmed 
(CD4 cell count below 200 cells/mm) and becomes vulnerable to various opportunistic infections. 
Four main routes of HIV transmission have been identified: unprotected vaginal/anal intercourse; 
transmission from mother-to-child (during pregnancy, at birth or through breastfeeding); sharing 
of unsterilized drug equipment, and transfusion with infected blood (Centers for Disease Control, 
1981). 
In Kenya, the first AIDS diagnosis was made in 1984. At the district hospital where that first case 
was reportedly made, the fear of infection quickly spread among health workers and other patients. 
The former hurriedly abandoned their stations while the latter were moved to other hospital wards 
leaving the infected individual in isolation (Wambuii, 2004). By 1985/86, more cases of AIDS were 
established, most of them among commercial sex workers in Kenya’s capital Nairobi with studies 
reporting a prevalence rate of 59% in this group (Kreiss et al., 1986; Piot et al., 1987). The disease 
then spread rapidly into the general population, reaching an estimated prevalence of 10.5 % by 
1995-96 (NACC, 2009). In 1999, then Kenyan president Daniel Arap Moi declared HIV/AIDS a 
national disaster and the National AIDS Control Council (NACC), attached to the office of the 
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president, was established, officially marking the state’s full involvement in all aspects of the 
epidemic. Prior to that, for most of the late 1980s and early 1990s, the civil society including faith-
based organizations, community-based organizations (CBOs), women and youth organizations, and 
associations for people living with HIV, had taken the primary role of responding to the epidemic 
by mobilizing the communities in terms of prevention awareness efforts and caring for the sick 
(Wambuii, 2004). The formation of NACC entailed drawing together various government 
ministries and all other actors (civil society, religious organizations, the private sector etc.) to 
jointly respond to HIV/AIDS in what is now regarded as a multisectoral approach to HIV 
prevention. 
Today, Kenya has a national adult HIV prevalence rate of 4.9% and an estimated 1.5 million people 
are living with HIV/AIDS (NACC, 2018). HIV prevalence rates in Kenya are very high among sex 
workers (29.3%), injecting drug users (18.3%), and men who have sex with men (18.2%) (NACC, 
2018). However, the Kenyan epidemic is described as generalised (as opposed to concentrated), 
meaning that all members of the population are at risk of infection. Overall, HIV prevalence is 
higher among women (5.2%) than men (4.7%). Additionally, young people (15-24 years) 
contribute substantially to the high disease burden. For example, 33% of all new infections in 2017 
were recorded among youth (NACC, 2018). Even though residents in urban areas seem to have a 
greater awareness of HIV, prevalence is higher in urban (6.5%) than rural (5.1%) areas (KNBS, 
2014; NACC, 2018). Among women, those reporting secondary education or higher have a higher 
HIV prevalence (7.4%) compared to those with no primary education, while among men, 
individuals who have completed primary education have the highest (4.8%) HIV prevalence. 
Regarding marital status, prevalence is highest among men (19.2%) and women (20.3%) reporting 
to have been widowed, and lowest amongst those never married (including those in de facto 
relationships) (KNBS, 2014; NASCOP, 2012). Within Kenya, prevalence rates vary substantially 
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between regions ranging from as low as 0.4% in the North Eastern region and a high of 21% in 
parts of Western Kenya (NACC, 2018). Therefore, the epidemic exhibits different dynamics across 
different populations.  
4.2.1 Section I: Factors contributing to high HIV rates in Eastern and Southern Africa 
A range of behavioural, structural, and socio-cultural factors contribute towards high HIV 
prevalence rates in Kenya and in eastern and southern Africa more broadly. 
1. Sexual behaviours  
In eastern and southern Africa, heterosexual intercourse is the primary route of HIV transmission. 
Sexual behaviors associated with high risks of HIV infection include: age of sexual debut; paid sex 
and other forms of transactional sex; concurrent and multiple sexual partnerships and unprotected 
sex.   
Early sexual debut  
Sexual debut at an early age (sex before 15 years of age) has been posited as an explanatory factor 
for the disproportionately high HIV prevalence among young women (Stöckl et al., 2013). Several 
possibilities by which early sexual debut increases the risk of HIV infection have been proposed. 
First, early sexual debut implies a longer period of sexual activity within which there is the potential 
for HIV infection (Stöckl et al., 2013). Second, it is theorized that women who begin engaging in 
sexual activity at an early age have higher chances of engaging in risky sexual behaviors later on 
or to be infected with sexually transmitted infections that increase susceptibility to HIV infection 
(Ghebremichael et al., 2009; Hallett et al., 2007; Pettifor et al., 2004; Stöckl et al., 2013). Third, 
early sex among young girls potentially occurs with older men who are already at a higher risk of 
HIV infection (Boileau et al., 2009). Finally, maturity of the reproductive system is thought to have 
a role in increasing the risk of HIV infection for young girls (Stöckl et al., 2013). In Kenya, 21% 
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and 12% of male and female youth respectively engage in sexual intercourse before 15 years of age 
(KNBS, 2014). Additionally, more than half (55%) and almost half (47%) of Kenyan males and 
females respectively have had sex by the age of 18 years (KNBS, 2014). Rural women report 
engaging in intercourse at an earlier age compared to women in urban areas. The odds of early 
sexual debut are highest in Nyanza region of Western Kenya and lowest in Central Kenya (KNBS, 
2014; Magadi & Olayo, 2011).  
Another sexual behavior contributing to high prevalence rates is concurrent sexual partnerships. 
Concurrent sexual partnerships are those where individuals have overlapping relationships with 
more than one person and are distinguished from sequential partnerships or serial monogamy 
whereby one has only one sexual partner at a time without any overlap between one relationship 
and the next (Mah & Halperin, 2010). Hudson (1993) theorized that epidemic transmission of HIV 
is driven by the initial stage of infection characterized by high levels of the HIV virus. Therefore, 
the presence of a network of concurrent casual sexual partnerships can facilitate the emergence of 
an epidemic. In concurrent partnerships, all individuals within the network are at risk of HIV 
infection without increasing the number of sexual partners because there are more individuals 
directly or indirectly involved in the sexual relationship at any one point (Hudson, 1993; Reniers 
& Tfaily, 2012; Reniers & Watkins, 2010). In a serial monogamy context on the other hand, the 
infection is ‘trapped’ in the partnership even after infection occurs (Halperin & Epstein, 2004). 
Drawing largely on mathematical modelling studies, some researchers (Mah & Halperin, 2010; M. 
Morris & Kretzschmar, 1997) view concurrency as the primary driver of the HIV prevalence in 
African countries and argue that concurrent relationships can increase the size of the epidemic, the 
rate of infections, and maintain population level HIV prevalence. However, Reniers and Watkins 
(2010) suggest that long-term concurrent partnerships such as polygyny play a protective role in 
the spread of HIV.   
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In Kenya, concurrent sexual partnerships have been identified as one of the key drivers of the HIV 
rates (NACC, 2009). A nested study (Mattson et al., 2007) conducted as part of the MC trial in 
Kisumu found that 63% of sexually active males (18-24 years) reported at least one concurrent 
sexual partnership in their lifetime sexual history and of these, 49% (n=416) had three or more 
instances of overlapping relationships. Another survey (Xu et al., 2010) among urban youth in 
Kisumu, Western Kenya, found that 13.6% of females and 22.4% of males aged 18-24 years were 
involved in concurrent sexual partnerships in the 9.5 years before the survey, and a further 3.5% of 
males and 4% of males had engaged in concurrent sexual partnerships six months prior to the 
survey. Engagement in concurrent sexual partners is predominately rooted in the practice of 
polygamy, societal acceptance of such relationships and transactional sex (NACC, 2009). In 
Western Kenya, polygamy coupled with the cultural traditions of widow inheritance, sexual 
cleansing and ritual sex, all of which facilitate the formation of concurrent sexual networks, are 
implicated in the high HIV rates within the Luo community (Agot et al., 2010; Ambasa-Shisanya, 
2007).  
Among the Luo, widow inheritance (levirate marriage) entails a marital union between a widow 
and a male relative (the inheritor), usually a brother or cousin, from her deceased husband’s family. 
Traditionally, the inheritor was expected to provide economic and social support for the widow and 
the relationship solidified the widow’s position in her husband’s family. In addition, widows of 
childbearing age continued to have children with the inheritor to maintain their dead husband’s 
lineage. In the Luo society today, there are changes in the importance and character of widow 
inheritance, although the practice remains prevalent (Perry, 2014). Before their inheritance a widow 
will undergo ritual cleansing (widow cleansing) which entails unprotected intercourse with a new 
man for the purpose of freeing her and her home of the shadow of death (Geissler and Prince, 2010). 
Luo widows are often compelled to find sexual partners for the purpose of observing such rites 
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(Agot et al., 2010). Unprotected sex during cleansing and sex rituals and the sexual networks 
formed through widow inheritance and polygamy increase the risks of HIV transmissions (Agot et 
al., 2010).   
Paid sex/transactional sex 
Commercial (female) sex workers and their clients have higher chances of HIV infection compared 
to the general population. Moreover, sex workers and their clients are perceived as the ‘bridge’ 
accounting for the spread of HIV into the general population particularly at the beginning of the 
epidemic (NACC, 2009). There is an estimated 138,420 FSWs in urban areas of Kenya (Odek et 
al., 2014). Risk factors for HIV infection for commercial sex workers include: inconsistent condom 
use (with their clients and with their regular partners); a high number of sexual partners; and type 
of sexual activity (for example anal sex), STI co-infection, and substance abuse (Scorgie et al., 
2012).  
2.  Structural factors 
Despite the importance of sexual behaviours in HIV transmission, the rate of HIV transmissions is 
also driven by social, cultural, governance, legal-political, and economic factors commonly 
described as structural factors. Structural factors are those that influence risk and vulnerability to 
HIV infection for individuals and groups and may be beyond individual knowledge or awareness 
(Parkhurst, 2014). These factors, which are complex and interconnect at different levels, operate 
by shaping the social context in ways that either undermine individuals’ capacity to take on 
protective measures or increase their exposure to HIV infection (Auerbach et al., 2011; Gupta et 
al., 2008; Parkhurst, 2014). Next, I briefly discuss some of the more established structural factors.  
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Political factors 
When cases of HIV were first reported in SSA in the 1980s, African governments responded 
slowly, remained sceptical or denied its existence (Mulwo et al., 2012; Wang, 2008). These 
reactions were linked to the political realities prevailing at the time.  In South Africa for example, 
HIV was largely ignored as the country paid attention to the problem of political unrest and 
underlying racial tensions (Premkumar & Tebandeke, 2011) and it did not help that the western-
based scientists were at the time concentrating on establishing the continent as the origin of the 
disease which was seen by African politicians and academics as a profound reflection of how far 
the racist ideology was embedded in the Western psyche (Chirimuuta & Chirimuuta, 1989). 
In Kenya, the country was also undergoing a period of political unrest connected to multiparty 
politics, and cases of rampant corruption, blatant ethnic nepotism, and political brutality were 
escalating as president Daniel Arap Moi, then in his seventh year of the presidency, sought to 
consolidate political power (Wambuii, 2004). Because the Moi presidency was more focused on 
maintaining the structures of patrimonial leadership, the Kenyan government fervently denied and 
refused to acknowledge AIDS as a health problem (Okuro, 2009; Wambuii, 2004). Reports by the 
local media alerting Kenyans about ‘the killer disease’ having arrived in Kenya evoked hostile 
reactions from public health officials, and research findings suggesting that HIV/AIDS had 
extensively spread among Kenyan sex workers were met with anger and allegations of “Western 
oriented racist campaigns against poor Africans countries” (Wambuii, 2004, p. 59). Denial of the 
existence of HIV meant that individuals remained unaware of their HIV status or the risks involved 
in their sexual practices. By the time the government finally recognized HIV as a national disaster 
in 1999, the disease had rapidly spread from a few sex workers to the general population.  
The political context in most of Kenya has since become more favourable to HIV prevention efforts. 
However, political instability, internal violence and attendant problems such as migration and 
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sexual violence fuel the spread of HIV or undermine the effectiveness of HIV programs. For 
example, during the post-election violence period in 2008/09, the odds of HIV treatment 
interruptions increased by 71% (Pyne-Mercier et al., 2011). Moreover, Kenya and other African 
countries suffer from economic mismanagement and corruption (Hanson, 2009; Harrington & 
Manji, 2013) which also impact on provision of health services, including HIV prevention services 
(Kagotho et al., 2016)   
Economic issues  
There is a consensus among program planners, policy-makers, and researchers that an intricate 
relationship exists between socioeconomic status and HIV prevalence in SSA. At the height of the 
AIDS pandemic in the 1980s and 1990s, most African economies were in decline and grappling 
with debt crises resulting in increased poverty, high inflation, low wages, labour migration into 
urban areas, women’s powerlessness and prostitution, and decreased health care expenditure, all of 
which are factors believed to have created fertile grounds for the rapid spread of the HIV/AIDS in 
this region from the start (Stillwaggon, 2002, 2005). Early in the epidemic, access to HIV treatment 
remained a pipe dream for most AIDS sufferers because of the prohibitive costs associated with 
antiretroviral (ARV) treatment (Vella et al., 2012).  Furthermore, the treatment regimens were 
perceived as too complex for the unsophisticated health systems in resource poor countries (Vella 
et al., 2012). The problems of costs and health systems were held as “insurmountable obstacles” to 
HIV treatment access (Vella et al., 2012).  
Although the annual gross domestic product (GDP) growth rate in SSA countries improved (5%-
12%) in the mid-to-late 2000s, it currently stands at 3.6% (African Development Bank, 2018). Most 
countries in SSA are resource-constrained, which undermines health care expenditure leading to 
poor health infrastructure, shortage of health workers, and inadequate delivery of effective health 
interventions, especially in rural areas (McIntyre et al., 2018). In 2007, it was estimated that SSA 
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with 11% of the world's population and 24% of the global disease burden had 3% of the global 
workforce and spent less than 1% of world’s financial resources on health (Anyangwe & Mtonga, 
2007; Naicker et al., 2009). In Kenya, government expenditure on health as a percentage of total 
government expenditure amounts to 6%-8% capita, while per capita health expenditure in the 
period 2009/2010 was $42 against the recommended $64 (Ministry of Health, 2014). There are 
fewer than two health facilities per 10,000 people in half of the counties in Kenya, and only about 
two thirds of the population have access to government health facilities located within an hour from 
their homes (Kimathi, 2017). These health system challenges, which are associated with the 
country’s economic status, impact access to and coverage of HIV prevention services. For example, 
distance away from a health facility is one of the barriers to accessing HIV prevention and treatment 
services for those in rural areas and households in low socioeconomic status.  
Household poverty  
In the context of HIV/AIDS, poverty is perceived as an overarching structural challenge. In SSA, 
approximately 400 million people live in severe poverty (The World Bank, 2016). In Kenya, the 
poverty incidence rate has declined from 46.8% in 2005/06 to 36.1% in 2015/2016. However, the 
World Bank maintains that it is unlikely that the country will have eradicated poverty by 2030. The 
Kenya integrated budget survey 2015/16 (KNBS, 2015) indicates that in 2016, 36.1% Kenyans 
were living below poverty line ($1 a day), 8.6% in extreme poverty, and 32% below the food 
poverty line. Poverty rates were found to be higher in rural areas (40.1%) than in peri-urban (27.5%) 
and urban (29.4%) areas. In Western Kenya, approximately half a million people are classified as 
poor (KNBS, 2015). Food insufficiency or access to proper nutrition in poor households 
compromise individuals’ immunity, thus increasing susceptibility to HIV infection (Stillwaggon, 
2002; Whiteside, 2002).  
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At the household level, poverty is linked to political and social exclusion, low levels of knowledge 
about HIV and its transmission, inadequate access to healthcare, and a higher involvement in 
commercial sex work and other forms of transactional sex (Gupta et al., 2008; Parkhurst, 2013, 
2014; Temah, 2009). That is, poverty increases vulnerability to HIV infection through adoption of 
high-risk sexual behaviours for economic survival. For example, in a system known as ‘jaboya’, 
women fishmongers from the Luo community in Western Kenya often form sexual relationships 
with fishermen in return for the rights to purchase fish from those fishermen (Kwena et al., 2012). 
In a study with female sex workers in one urban and two rural areas in Western Kenya, Voeten et 
al. (2007) found that 78% of those in the urban areas were involved in commercial sex work as 
their main source of income. Women involved in commercial sex work expose themselves to riskier 
sex, such as unprotected sex and anal sex, in exchange for better compensation. For example, Yeh 
and Robinson (2011) investigated the nature of sex for money and found that women “increase 
their supply of risky sex” to cope with health shocks such as illness in the family. In Botswana and 
Swaziland, one study reports that women from food insufficient households were more likely to 
inconsistently use condoms with a non-primary partner, and to engage in intergenerational sexual 
relationships (Weiser et al., 2007). Additionally, girls from poor households may be pushed into 
commercial sex work at an early age as a way of supplementing the family income (Lwanga, 2016). 
Poor economic conditions encourage labour migration and numerous studies have shown that 
migration is a critical aspect underlying high-risk sexual behaviours (Camlin et al., 2014; Cassels 
et al., 2013; Kishamawe et al., 2006; Vissers et al., 2008). Migration facilitates the spread of HIV 
by increasing geographical connectedness between areas that may have different prevalence rates 
such as urban and rural areas. One Kenyan study has established that the number of infectious 
individuals’ increases in regions with initially low HIV prevalence when mobility is considered 
(Isdory et al., 2015). In a study (Amornkul et al., 2009) on factors associated with HIV prevalence 
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in rural western Kenya, HIV prevalence was higher among females reporting to have slept away 
from home at least once compared to those who had not left their home area over a six-month 
period, which according to the authors highlights how mobility is a risk factor in HIV transmission. 
In South Africa, the return of migrant workers from urban areas to rural areas is linked to increased 
HIV infections in rural areas (Lurie et al., 2003). The migration of young and unmarried men and 
women from presumably conservative rural areas to the more sexually permissive urban areas is 
thought to increase exposure to HIV infections for migrants (Brockerhoff & Biddlecom, 1999). 
Married individuals who migrate without their partners are associated with higher odds of 
extramarital sex, casual sex and transactional sex, which in turn puts their primary partners at risk 
of HIV infection. 
3. Cultural factors  
Cultural practices such as female genital cutting (which ranges from partial or complete removal 
of the clitoral prepuce to excision of the entire vulva tissues and stitching together the labia to cover 
the vaginal opening) and TMC which involve exposure to blood and sharing of cutting equipment 
are also potential HIV transmission routes. There is an increased risk of HIV transmission in TMC 
procedures where the circumciser uses a single blade to circumcise several boys, and prolonged 
wound healing may increase susceptibility to HIV infection. In female genital cutting; 
inflammation, scarring and abrasions create potential entry points for HIV infection during 
intercourse (Hrdy, 1987; Sovran, 2013). It has been argued however that evidence for the 
association of female circumcision and HIV is weak and any association between the two should 
not be interpreted as causative (Sovran, 2013). Meanwhile lack of male circumcision as a cultural 
practice is a risk-factor for HIV infection as mentioned in Chapter One and discussed more broadly 
later in this chapter. 
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Culturally sanctioned gender and sexual norms exacerbate gender inequalities which underpin 
women’s increased vulnerability to HIV/AIDS. Gender inequality is held as a chief contributor to 
the emergence and maintenance of heterosexually driven, generalised HIV epidemics (Richardson 
et al., 2014). In a global analysis of gender inequalities and HIV transmission, countries with severe 
gender inequalities were found to be 15 times more likely to have predominately heterosexual 
epidemics compared to those with high gender parity (Richardson et al., 2014). The study also 
found that as gender equality increased, HIV prevalence declined. Most African societies remain 
largely patriarchal with the bulk of power, authority, and resources controlled by men, and 
masculine ideals are based on control of women and endorsement of toughness and male strength 
(Jewkes & Morrell, 2010). These ideals can reinforce risky sexual behaviours (e.g. unprotected sex, 
multiple sexual partnerships) and acts of violence against women (Dunkle et al., 2007; Dunkle et 
al., 2006). Women in abusive relationships may suffer forced intercourse and the resulting tears 
and lacerations become entry points for the HIV virus; while fear of escalating violence may hinder 
women from persuading their partners to use condoms or from seeking HIV prevention and 
treatment services (Swan & O’Connell, 2012).  
Religious beliefs and traditions are also cultural factors associated with HIV prevalence rates 
because of how they frame and shape practices, behaviours, norms, and attitudes around HIV/AIDS 
and HIV prevention interventions (Zou et al., 2009). Studies (Drain et al., 2004; Gray, 2004) have 
shown that settings where Islam is the dominant religion have low HIV prevalence possibly because 
of high rates of MC among Muslims and adherence to religious tenets that constrain high risk sexual 
behaviours (e.g. extramarital sex, consumption of alcohol, prostitution). On the other hand, some 
religious doctrines and teachings undermine HIV prevention efforts by discouraging the use of 
protective measures (e.g. condoms) or HIV treatment (Wanyama et al., 2007; Watt et al., 2009), 
rejecting comprehensive sex education for young people (Ollinga, 2015, 2018), or influence the 
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stigmatization of people living with HIV/AIDS due to the moral connotations attached to sex and 
HIV/AIDS infection.   
Beliefs in superstition and witchcraft have also been implicated in rapid infection rates and reducing 
the effectiveness of HIV prevention interventions. Caldwell et al. (1992) observe that “[t]he fear 
that AIDS might be caused by witchcraft or sorcery may easily lead people in affected areas not 
merely to ignore and fail to discuss it but to censor it in their own minds” (p.1175). Among the Luo 
in Western Kenya, HIV-infected individuals who believe they are suffering from chira (an illness 
presumably caused by breaking taboo and has similar symptoms to AIDS) are less likely to seek 
HIV treatment and instead take indigenous herbs (Ambasa-Shisanya, 2009). A study in Ghana 
reported low likelihood of using condom among men who believe that AIDS can be spread through 
witchcraft or other supernatural means (Tenkorang et al., 2011). Another study (Bogart et al., 2011) 
in South Africa similarly reported that beliefs in witchcraft as the cause of HIV/AIDS was 
significantly associated with less positive attitudes towards condoms and lower intentions to use 
condoms among men, and a higher chance among women of having unprotected sex with their 
primary partners.  
4. Biological factors  
As I mentioned earlier and will discuss more in part three of this chapter, circumcised men have 
been found to be at a lower risk of HIV infection through heterosexual intercourse compared to the 
uncircumcised. The foreskin is thought to contain a higher concentration of primary target cells 
(Langerhans cells) which play a role in sexual transmission of HIV (Morris & Wamai, 2012) and 
is also susceptible to tightness, tears and lacerations (Alcena, 1986) which increases the risk of HIV 
infection for uncircumcised men. For women, characteristics of the genital track increase women’s 
susceptibility to HIV infection (Abbai et al., 2016; Ferreira et al., 2014). For, both men and women, 
herpes simplex virus (HSV-2) and other genital-ulcer sexually transmitted infections are strongly 
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associated with HIV infection (Freeman et al., 2006). One study has found a three-fold increase in 
HIV infection among those with HSV-2 (Tobian et al., 2009).   
4.2.2 Section II: HIV prevention interventions  
1. Behavioural interventions  
Behavioural HIV interventions have been defined as those that “motivate behavioural change in 
individuals and social units by use of a range of educational, motivational, peer-led, skill-building 
approaches as well as community normative approaches” (Coates et al., 2008, p. 3). Behavioural 
interventions aim to alter behaviour associated with higher risk of HIV infection (Bonell & Imrie, 
2001). That is, they seek to delay sexual debut, decrease number of sexual partners, and increase 
condom use (Coates et al., 2008). Behaviour change interventions are often grounded in rational-
cognitive theories. The health belief model, the theory of reasoned action, the social 
learning/cognitive theory, and the diffusion of innovations theory are some of the most widely used 
in designing behavioural interventions. Various strategies focusing on individuals, communities, 
and the broader society are often employed to achieve the intended behaviour change goals. 
Examples of individual, community, and population level interventions include the promotion of 
sexual abstinence and delay of sexual debut in schools, HIV testing and counselling, and the social 
marketing of condoms through the mass media (Chiao & Mishra, 2009; Lillie et al., 2009). 
Traditionally, behavioural change interventions have followed the ABC model – abstinence, being 
faithful to one partner, and condom use. Reduction in HIV incidence from 15% in the 1990s to 5% 
in 2001 in Uganda is attributed to the ABC approach (and particularly its emphasis on abstinence) 
(Edward et al., 2006). In Kenya, the “nimechill/ni poa kuchill” (I am abstaining/it’s cool to abstain) 
campaign was the first large-scale abstinence campaign targeting boy and girls aged 10-14-year 
and is reported to have increased the proportion of youth identifying as virgins from 88% to 92% 
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(PSI, 2006). Over the years, abstinence-based activities have been incorporated into schools and 
colleges. Kenya has also launched several media education programs and condom promotion 
campaigns. Perhaps the most controversial condom campaign was the “weka condom mpangoni” 
(meaning include condoms in your sexual affair) which aimed to increased condom use in 
extramarital sexual relationships. The campaign was vehemently opposed by religious groups. 
While they are perceived as a key pillar in HIV prevention and are found to be successful in some 
settings, the reliance of behavioural interventions on social-cognitive theories and their focus on 
individuals as rational decision-makers while ignoring socio-economic realities and cultural 
factors, is seen as their major weakness (Bonell & Imrie, 2001; Coates et al., 2008). Contextual 
barriers to behaviour change are well documented and were earlier discussed in this chapter. 
Behavioural interventions, notes Coates et al. (2008), “need to be liberated from the strictures of 
present theoretical and methodological thinking” because HIV transmission is a “social event” 
(p.10). Moreover, not only is measuring the effectiveness of behavioural interventions difficult (for 
example, because sexual behaviour happens in private), but where interventions have succeeded in 
decreasing HIV infections, such achievements have not been proven to be sustainable. To 
compound the problem further, the success of behavioural interventions lies in the capacity to not 
only reach large populations but also reach the right people at a sufficient rate, which requires a 
significant amount of resources (Wohlfeiler & Ellen, 2007). Thus, behavioural interventions are 
necessary but insufficient in HIV prevention.  
2. Structural interventions 
Structural interventions are those that aim to address socioeconomic, political, and environmental 
factors that contribute to underlying risks and vulnerability to HIV infection (Gupta et al., 2008). 
These interventions may include laws, policies, programs, or processes that motivate social and 
political change. The overarching goal of structural interventions is to build ‘AIDS resilience’, 
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achieved when individuals possess the ability to resist HIV, and their environment is conducive for 
HIV prevention (Parkhurst, 2014). Examples of structural interventions include: micro-credit 
programs which aim to address the intersecting problems of poverty and women’s economic 
dependency on men in order to reduce vulnerability to HIV infection; nutritional support programs; 
cash transfers to vulnerable households; property rights programs for widows; social mobilization 
activities to address intimate partner violence; and vocation and education training targeting youth 
(Handa et al., 2014; Weiser et al., 2015; Weiser et al., 2017; Datta & Njuguna, 2008). These 
interventions are implemented in combination with others. Gupta et al. (2008) report that lack of a 
common understanding about the definition or implementation of structural approaches often 
impedes their progress, as does the perception that addressing structural factors is outside the scope 
HIV prevention.   
3. Biomedical interventions  
Biomedical interventions consist of a range of clinical and medical approaches which may reduce 
the risk of HIV transmission and/or acquisition (e.g. male circumcision), decrease infectiousness 
(e.g. antiretroviral treatment, pre and post-exposure prophylaxis), or block the virus from contact 
with the host’s biological system (e.g. male and female condoms) (Coates et al., 2008).  
Male and female condoms  
Condom promotion and distribution is one of the key pillars in HIV prevention. The effectiveness 
of male condoms for the prevention of HIV transmission is estimated to be as high as 95% when 
used correctly and consistently (Pinkerton & Abramson, 1997) and condom use has averted 
approximately 45 million HIV infections since the 1990s (UNAIDS, 2016b). The female condom 
is the only female-initiated HIV prevention method and was developed in response to the growing 
recognition that gendered power imbalances in sexual relations often impede women’s ability to 
negotiate male condom use with their partners (Padian et al., 2011). Although the effectiveness of 
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the female condom for HIV prevention has yet to be fully established, one study comparing the 
incidence of STI infection among women provided with male condoms versus female condoms did 
not find any significant differences between the two groups in the rate of STI infection, suggesting 
a similar degree of effectiveness between male and female condoms (French et al., 2003). Despite 
their importance in HIV prevention, access to both male and female condoms is a challenge in SSA 
with an estimated 3 billion condom gap between need and availability (UNAIDS, 2016b). 
Moreover, complex social and interpersonal factors as discussed earlier influence condom use in 
general or consistent condom use. 
Antiretroviral drugs for HIV prevention  
Antiretroviral drugs supress the HIV virus, stop the progression of AIDS, and prevent onward 
transmission of the disease (WHO, 2012). The first generation of ARVs emerged in the mid-1980s 
serving as proof of the possibility of inhibiting HIV-1 and marking a turning point in the AIDS 
epidemic (Broder, 2010).  Since then, the variety of ARVS has expanded to over 30 single or 
combination products targeting different stages of the HIV life cycle. In 2002, Botswana became 
the first country in SSA to roll out free universal access to ARVs (Bussmann et al., 2008) and over 
the last decade antiretroviral therapy (ART) programs have expanded rapidly in this region. 
Currently, 12.9 million (60%) people living with HIV in eastern and southern Africa have access 
to ARVs (UNAIDS, 2017). In Kenya, one million (75%) HIV-infected individuals are currently on 
ARV treatment (NACC, 2018).   
In 2011, findings from the HIV Prevention Trials Network (HPTN 052) study conducted in thirteen 
sites across nine countries (Brazil, United States, Thailand, India, Kenya, Malawi, Botswana, South 
Africa, and Zimbabwe) showed a 96% reduction in sexual transmission of HIV among sero-
discordant (97% heterosexual) couples when the HIV infected partner is initiated early into ART 
(Cohen et al., 2016). The findings from this study are regarded as a major scientific breakthrough 
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in HIV prevention. Consequently, the use of ARVs is now recognized as an effective HIV 
prevention measure in what is commonly known as ‘treatment as prevention’ (TasP) (WHO, 2012). 
By suppressing the infected partner’s viral load to undetectable levels, early initiation into ART 
lowers HIV infection.  
In addition to TasP, another HIV treatment-based prevention strategy is the use of ARVs as pre-
exposure prophylaxis (PrEP). That is, ARVs are taken before exposure to HIV infection. Evidence 
for the efficacy of PrEP in HIV prevention emerged from the iprex trial involving 2,499 HIV-
uninfected men or transgender women who have sex with men in six countries (Peru, Ecuador, 
South Africa, Brazil, Thailand, and United States) randomised to either a pill with active pre-
exposure prophylaxis or placebo, taken orally once daily. The group that was exposed to active pre-
exposure prophylaxis was found to be 44% less likely than those randomised to the placebo to 
become infected with HIV (Grant et al., 2010).  
Despite availability of drugs and counselling support, treatment initiation and adherence to HIV 
medication is a complex behaviour influenced by a variety of factors. For example, one study in 
Kenya found that 40% of 181 HIV-infected individuals whose partners were not infected (sero-
discordant couples) were reluctant to consider early initiation into treatment (Heffron et al., 2012). 
There are economic, socio-cultural, biological, behavioural and psychological factors associated 
with reluctance to consider early treatment and poor adherence to ART. Lack of food, inadequate 
income and high transportation costs are common economic barriers to early initiation and 
adherence to ART (Ayieko et al., 2018; Unge et al., 2008) and are compounded by long waiting 
periods in the health facilities. Studies also find that perceived stigma and discrimination are a key 
reason for delayed health seeking and retention into care (Lima et al., 2015; Patel, Odoyo, et al., 
2016; Patel, Stanford-Moore, et al., 2016). Because of the fear of judgement and gossip, some 
patients choose not to disclose their HIV status, or prefer to travel to clinics far away from their 
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communities to receive treatment, both of which affect access and adherence to HIV treatment 
(Curran et al., 2014). Lack of social support and fear of spousal violence are also associated with 
non-disclosure and therefore delay in ART initiation and adherence. 
Drug side-effects are another central challenge to HIV treatment programs in SSA countries. 
Patients are often concerned that tiredness and weakness from ART treatment will affect their 
ability to engage in productive activities; a concern that may influence others to disengage from 
treatment, seek traditional herbal medicine as an alternative form of treatment or to turn to religious 
leaders for prayers (Renju et al., 2017).  
In Kenya, a national representative analysis of adults (15-64 years) reports a non-adherence rate of 
10%, which is lower than that reported in other SSA countries (Mukui et al., 2016). However, the 
study found that ART non-adherence in Kenya varies by age, rural-urban residence, and use of 
recreational drugs. Adolescents are 50 times less likely to adhere to ART compared to adults. Non-
adherence is lower for patients in rural compared to urban areas, and patients using recreational 
drugs are significantly less likely to be adherent. Another study (Mujugira et al., 2014) on initiation 
into treatment with sero-discordant couples in East Africa including Kenya identifies younger age, 
lack of income, and higher education as independent predictors of delay in ART initiation.  
Voluntary medical male circumcision programs  
The range of biomedical HIV prevention technologies has widened with the recognition of MMC 
as an efficacious strategy for lowering the risk of HIV infection for men. In Chapter One, I 
highlighted that MMC   became recognized as a HIV prevention measure in 2007 and that Kenya 
and thirteen other countries in SSA are implementing large-scale VMMC programs as part of their 
HIV prevention efforts. In the final section of this chapter, I discuss in greater detail the emergence 
of the concept of MMC for HIV prevention, implementation of VMMC programs, and the issues 
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and concerns around acceptability, gender and sexuality that have emerged alongside the 
introduction and provision of VMMC into the general population.  
4.2.3 Section III: Medical male circumcision for HIV prevention  
Emergence of the concept of MMC for HIV prevention  
The possibility of a link between MC prevalence and HIV/AIDS prevalence rates was proposed as 
early as the mid-1980s when it was theorized that uncircumcised men were predisposed to 
conditions such as abrasion and ulcerations of the penis which in turn facilitated entry of the HIV 
virus, thus the high incidence of HIV and STDs in Central Africa and Haiti (Alcena, 1986; Fink, 
1986). Observational studies in parts of SSA (Klausner et al., 2008) provided more evidence of a 
potential correlation between MC and HIV prevalence. For example, Bongaarts et al. (1989) 
reviewed circumcision practices of 409 African ethnic groups and their corresponding HIV 
prevalence and found that in countries where 90% of males were circumcised, the average HIV 
prevalence was 0.9% and did not exceed 4%; in countries where 75% of men were uncircumcised, 
the average HIV prevalence was 16.4%. A systematic review of 27 observational studies (Weiss et 
al., 2000), which adjusted for potential confounding factors (such as religion), concluded that MC 
was strongly associated with lower HIV prevalence. Weiss et al. (2000) however called for 
experimental evidence to confirm this association. Another systematic review by (Siegfried et al., 
2005) of 37 observational studies also found a positive link between MC and HIV prevalence but 
concluded that evidence from observational studies was insufficient to recommend MC as a HIV 
prevention measure.  
The randomized controlled trials  
In 2005, results from a randomized controlled trial (RCT) conducted in Orange Farm in the Gauteng 
Province of South Africa provided the first experimental evidence of the protective effect of MMC 
against HIV acquisition by men (Auvert et al., 2005). The randomly assigned (double-blind) study 
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involved 3,274 male participants aged 18-24 years. The intervention (experimental) group was 
offered circumcision within one week of recruitment into the trial. Participants in the control group 
were asked to remain uncircumcised until the end of the trial. A total of three follow-up visits post-
randomization were scheduled. During the follow-up sessions, each participant was asked to 
provide a blood sample, undergo a genital exam, respond to a sexual behaviour and demographics 
questionnaire, and participate in a HIV counselling and education session for 15-20 minutes 
(Auvert et al., 2005). All study participants were also screened and treated for STIs and condoms 
were distributed (Auvert et al., 2005). The trial was stopped at fourteen months after preliminary 
findings indicated that twenty men in the intervention and forty-nine in control group had become 
newly infected with HIV translating to a 60% protective effect against HIV acquisition (Auvert et 
al., 2005). The researchers described the level of protection as “equivalent to what a vaccine of 
high efficacy would achieve” (Auvert et al., 2005, p. 1120). Furthermore, they noted that it was the 
first time that surgery had been found to be effective in prevention against an infectious disease. 
The findings from the Orange Farm trial were corroborated by two similar trials conducted in Rakai, 
Uganda (Gray et al., 2007) and Kisumu, Kenya (Bailey et al., 2007).   
From evidence to action: VMMC programs 
In March 2007, WHO and UNAIDS issued a joint statement declaring that the protective effect of 
MMC had been “proven beyond reasonable doubt” (WHO/UNAIDS, 2007, p. 4) and subsequently 
recommended and endorsed MMC as a strategy for the HIV prevention for countries with high HIV 
prevalence and low MC prevalence and where the primary mode of transmission is heterosexual 
sexual intercourse. Fourteen countries in eastern and southern Africa were prioritized for 
implementation of VMMC programs with the goal of circumcising 20.8 million males by the end 
of 2015 (WHO, 2016b).  
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Acceptability of VMMC by non-circumcising communities 
The issue of acceptability of MMC by non-circumcising communities was critical to the success of 
VMMC programs. Early acceptability and feasibility studies reported a high willingness to undergo 
MMC. In Kenya, for example, a cross-sectional survey of 107 men and 110 women in Nyanza 
Province in Western Kenya found that 60% of uncircumcised men and 69% of women preferred to 
be circumcised or for their partners to be circumcised respectively (Mattson. et al., 2005). A review 
(Westercamp & Bailey, 2007) of thirteen acceptability studies conducted in nine countries between 
1997-2006 found that 71%  of men and 81% of women were willing to circumcise their sons, 65% 
of uncircumcised men were willing to undergo the procedure, 69% of women supported 
circumcision of their partners for reasons such as association of MC with hygiene, protection from 
STIs and HIV, desire for acceptability by other ethnic groups, and improved sexual pleasure. 
Moreover, younger men showed a higher preference for MC. A range of factors were also identified 
as ‘barriers’ to acceptability of the intervention, including: fear of pain; fear of complications and 
adverse events; the perception that circumcised men would engage in riskier sexual behaviours; 
concerns over loss of penile sensitivity or reduction in penis size; fear over loss of sexual virility 
or excessive sexual desire; and the perception that MC is old-fashioned. The main economic 
barriers were the loss of wages during recuperation and the cost of the procedure. Health system 
barriers such as lack of access to healthcare were also identified. Ethnic identity (that is lack of MC 
as a mark of ethnic identity) and religion also emerged as barriers to undergoing MC (Westercamp 
& Bailey, 2007).  
Barriers to acceptability have been addressed through a combination of ‘supply’ side and ‘demand’ 
side strategies. The supply side includes factors such as government support, financial and technical 
support from donor organizations, and innovative service provision strategies. On the demand side, 
various strategies have been employed to encourage uncircumcised men to agree to MMC.  
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1. Political support and government leadership 
According to Mwandi et al. (2011) strong government leadership and political support contributed 
significantly to the rapid scale-up of VMMC in Kenya. For example, the Kenyan Ministry of Health 
was organizing consultative meetings and setting up a national task force to advise the government 
about responding to the results of the Kisumu and Rakai RCTs even before the trials were 
concluded. As such, Kenya was the first country to put in place a national policy document to guide 
implementation of the intervention. In addition, the introduction of MMC in Nyanza in 2008 was 
initially met with resistance by the Luo council of elders who defended non-circumcision as part 
of the Luo cultural and ethnic identity. The Kenyan government consulted with the Luo council of 
elders and it is from those consultations that the program acquired the term “VMMC” (Mwandi et 
al, 2011). Further, political leaders including parliamentarians and cabinet ministers from the 
targeted ethnic group (the Luo) publicly came out to champion support for the intervention. The 
VMMC program in Kenya was officially launched in October 2008 and 11,663 VMMCs were 
performed by the end of that year – the highest number of procedures among all the priority 
countries at the time (WHO, 2016b). In an assessment of progress towards the scale-up of VMMC 
in all fourteen countries, Dickson et al. (2011) classified Kenya as an innovator, and Malawi and 
Lesotho as laggards while noting that the most successful program had sustained political 
leadership in all aspects of programming.  
2. Financial and technical support from donor organizations 
Voluntary MMC services are provided free of charge because implementation and expansion of 
the programs are heavily supported by international funding organizations including the US 
President’s Emergency Plan for AIDS Relief (PEPFAR), the Global Fund, and the Bill and Melinda 
Gates foundation (Njeuhmeli et al., 2016). For example, by 2017 funding allocated for VMMC 
activities by PEPFAR alone amounted to US$1.5 billion (Davis et al., 2018). During the 2018 
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financial year, Kenya received $18 million for VMMC programs (PEPFAR, 2018). In addition to 
funding, PEPFAR has set up MC technical working groups to provide technical support in planning 
and implementation of VMMC. 
3. Innovative service provision approaches 
Reed et al. (2012) state that the defining characteristics of Kenya’s VMMC program and possibly 
the source of its many successes was its willingness to be innovative in providing VMMC services. 
For example, mobile teams of service providers were established to offer services (including 
VMMC in tents) in high demand settings such as schools, hard to reach areas such as fishing 
villages, and where health facilities lacked inadequate resources to provide such VMMC services 
(Herman-Roloff et al., 2011). Also, strategies such as task-sharing (e.g. a nurse completing suturing 
while the medical doctor administers anaesthesia to the next client) and task-shifting (the use of 
trained clinical personnel that are not medical doctors to perform VMMC) addressed human 
resource challenges to meet the high demand for VMMC (Mavhu et al., 2014). Such strategies were 
replicated in most other SSA countries.  
4.  Demand creation strategies  
Creating demand for VMMC has involved several strategies. In Kenya for example, the 
involvement of political and community leaders as mentioned earlier is one way that initial 
resistance to VMMC was addressed.  An upsurge in demand for VMMC was noted after some of 
the political leaders disclosed their circumcision status (NACC, 2010). In addition, in Kenya and 
elsewhere, VMMC programs have relied on mass and print media (e.g. community radio, flyers, 
billboards, pamphlets and posters), social mobilization activities (e.g. roadshows, songs, theatre, 
sports), interpersonal and informal sources of information (e.g. peer referrals, women as VMMC 
champions, family referrals), and formal health communication to both disseminate information 
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and address individual level barriers and therefore create demand for VMMC services. Financial 
compensation to alleviate opportunity and transportation costs, and text-based interventions have 
also been applied in some contexts (Leiby et al., 2016; Thirumurthy et al., 2014).  
Progress in implementation and the achievement of the VMMC programs so far indicates that these 
strategies have largely been effective in addressing most barriers and creating demand for services. 
However, despite high levels of knowledge about the benefits of VMMC, and in the absence of 
structural impediments to accessing services, low or suboptimal uptake of VMMC in countries such 
as Malawi, Swaziland, Lesotho, and Botswana, and among older men, and high risk men more 
generally in SSA, remains a challenge to the success of VMMC programs (Carrasco et al., 2019; 
Nanteza et al., 2018). A recent systematic review has found that culture is still one of the top three 
barriers to acceptability of VMMC (Carrasco et al., 2019).  For example, MC is negatively 
perceived as a practice for other (foreign) cultures and religions. Yet, Khumalo-Sakutukwa et al. 
(2013) points out that cultural issues are often an overlooked aspect of VMMC implementation as 
more focus is given to top-down factors. 
Gender and MMC for HIV prevention  
While acceptance of MMC for HIV prevention is the intended goal of the VMMC program, 
concerns have also been raised about the potential for unintended consequences in scaling up 
VMMC programs. In its endorsement of MMC for HIV prevention, WHO/UNAIDS particularly 
emphasized the need to monitor unintended consequences in relation to gender (WHO/UNAIDS, 
2007). This recommendation was primarily driven by concerns relating to women’s higher 
vulnerability to HIV infection compared to men and include:  impacts on level of condom use and 
women’s capacity to negotiate safe sex after circumcision of their partners; the probability of 
gender-based violence and coercive sex; and that women will increase their engagement in risky 
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sex against inconclusive evidence about the protective effect of MMC for women. Moreover, 
women were positioned as equal stake-holders in the VMMC programs (AVAC, 2010).  
A wide body of literature has since emerged documenting women’s: sexual preferences; risk-taking 
behaviours; influence on men’s decision to get circumcised; and their attitudes towards infant MC 
(Lanham et al., 2012; Plotkin et al., 2013; Young et al., 2012). For example, a study on the role of 
women in decision-making found that women influenced men’s decisions directly through 
discussions about the benefits of MC, and indirectly by denying them sex until they agreed to MC 
(Osaki et al., 2015). Other studies have shown that women’s preference for circumcised partners 
underlies men’s decisions to undergo the procedure (Kaufman et al., 2018; Plotkin et al., 2013).  
More recent research has drawn attention to the absence of literature touching on masculinities and 
male sexuality within the MMC for HIV prevention discourse. Fleming et al. (2017) observe that 
norms of masculinity have a powerful influence on men’s behaviour and that the role of MC in 
conferring masculinity to boys and men in circumcising societies is well documented. Yet, whereas 
acceptability studies have established improved sexual performance (including increased sexual 
pleasure for women) as one of the strongest predictors of men’s willingness to undergo MC, the 
connection between MC, male sexuality, and feelings of masculinity is rarely explored in the 
context of MMC for HIV prevention.  
Martínez Pérez et al. (2015) suggests that beyond leveraging on women’s preference for 
circumcised sexual partners to mobilize men for MC, researchers need to further interrogate the 
extent to which beliefs and preferences ‘derived from subjective and culturally influenced 
judgments’ foster stigmatization of circumcised or uncircumcised men; influence the choice of a 
sexual partner based on expectations about their circumcision status; modify motivations for 
traditional or medical MC; alter men and women’s experience of pleasure and attraction; or even 
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change existing masculinity roles. In Kenya, the need to investigate some of the issues that Martínez 
Pérez et al. (2015) discuss is underscored by the fact MC is widely practiced for cultural reasons.  
Risk compensation  
Risk compensation is another concern that has featured prominently in discussions about 
unintended consequences of availability of information about MMC for HIV prevention in the 
general population. Risk compensation (also known as behavioural disinhibition) is a cognitive-
behavioural phenomenon where individuals inadvertently increase their risk-taking behaviours 
following the adoption of new risk-reduction technologies (Eaton & Kalichman, 2007). The 
concept of risk compensation is derived from the theory of risk homeostasis which posits that for 
every activity, “people accept a certain level of subjectively estimated risk to their health . . . in 
exchange for the benefits they hope to receive from that activity” (Wilde, 2001, p. 5). The level of 
risk that an individual is willing to accept is influenced by cost-benefit evaluations, cultural, social, 
and psychological factors and is adjusted as one’s circumstances changes.   
Evidence from the three RCTs suggested that on the whole risk compensation behaviours after 
MMC were not a concern. Nevertheless, instances of higher risk-taking behaviours were observed 
among circumcised men. For example, the Kisumu trial reported risk reduction behaviours 
(reduced condom use) in both circumcised and uncircumcised men between baseline and month 
six. However, from baseline to month twenty-four, significant differences were found between the 
two groups in regard to unprotected sexual intercourse (p= >0.0349) and consistent condom use 
(p= >0.0326) with those in the control group practicing safer behaviours. Moreover, a higher 
proportion of circumcised than uncircumcised men reported sexual intercourse with casual partners 
or had two or more partners (Bailey et al., 2007)  
Since VMMC became available in the general population, studies have investigated risk-taking 
behaviours and widespread awareness about MMC for HIV prevention. A two-year prospective 
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cohort study (Westercamp et al., 2014) monitored changes in risk-taking behaviours among 
circumcised men based on a sequence of unlinked cross-sectional surveys conducted between 
2008-2013 in Kisumu, Kenya. The study did not find any association between circumcision status 
and sexual behaviours, or indicators of risk compensation. Three years after the closure of the Rakai 
trial, a follow-up study of men who had remained uncircumcised at the end of the trial found that 
81% had since undergone the procedure and that condom use had decreased significantly by -12.4% 
and -13.5% in the circumcised and uncircumcised young men respectively (Kong et al., 2012). 
However, the magnitude of differences in condom use between the two groups was concluded to 
be insignificant and the overall view by the researchers was that MC was not associated with risk 
compensation during the three years post-follow up trial. A more recent study (Shi et al., 2017) 
evaluating differences in sexual risk behaviours between circumcised and uncircumcised men 
based on population survey data before and after VMMC began in ten SSA countries concluded 
that VMMC campaigns are associated with little to no sexual risk compensation. 
In Kenya, the extent of such risk-compensatory beliefs among women and men from TMC groups 
has not been investigated. In addition, a qualitative study (Ombere et al., 2015) involving recently 
medically circumcised fishermen around Lake Victoria (an area that has a higher HIV prevalence 
than other parts of Western Kenya) found that during the period that fishermen spend from home 
in search of fish (locally known as wimbo), it is a common practice for them to engage in casual 
sex or form new sexual relationships as they move from one beach or island to another. The 
participants in the study shared that changing such a ‘beach culture’ is doubtful. What has changed 
however is that many of the fishermen are now circumcised and there is less motivation to use 
condoms with casual partners. One circumcised male participant in the study reported engaging in 
unprotected causal sex despite knowing the risks of such behaviour because of the confidence that 
his penis is ‘hardened’. Moreover, the participants shared that the women they encountered 
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expressed preference for circumcised men and praised the men’s sexual skills which in turn 
motivated the men to seek out even more sexual partners. Thus, Ombere et al. (2015) concluded 
that during wimbo “there is a deviation from the community norms governing sexual expression 
influenced by the belief that circumcision provides protection against HIV infection” (p.1147). 
Another study in Uganda (Kibira et al., 2017) reports that one-off cases of unprotected sex post-
MMC are common and are influenced by beliefs about ‘sexual cleansing’ whereby men believe 
that ‘first sex’ post-MC should be with a partner other than their wives to “remove bad omen from 
the circumcision act”. Elsewhere in South Africa, misinterpretation and incorrect beliefs about MC 
and risk of HIV infection are reportedly common among women (Kalichman et al., 2018). 
Moreover, findings from a study (Maughan-Brown et al., 2015) in Malawi indicate that even though 
men exposed to VMMC messages correctly believe that MC reduces the risk of HIV for men, they 
also incorrectly infer from those messages that MC directly reduces the risk of HIV infection for 
women. The belief that women with circumcised sexual partners are at a lower risk of HIV infection 
is incorrect because the precise effect of MC on HIV transmission from circumcised HIV-positive 
men to HIV-negative women is unknown.  
The findings from these studies point to a continued importance of understanding the context within 
which decisions about using protective measures by newly circumcised men is taking place and 
underscore the need to include issues around male sexuality and masculinities as part of studying 
the gender implications of MMC for HIV prevention. As Ferraz and Paiva (2015) observe, risk 
compensation studies may fail to appreciate the complex ways through which sexuality is 
negotiated, because the concept of risk compensation considers the individual as “the only preferred 
target of prevention actions”; thus, the social context in which behaviour takes place tends to be 
ignored.  
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 VMMC and ART-based technologies  
Medical MC and ARV-based prevention technologies are hailed as ‘game-changers’ in the fight 
against HIV/AIDS and have inspired optimism towards ending the epidemic by 2030 (Eakle et al., 
2018). Mathematical modelling suggests that increasing the coverage of VMMC and ART would 
have the greatest impact on HIV-related mortality (Njeuhmeli et al., 2011) and that increasing 
access to PrEP for high-risk populations will greatly enhance HIV prevention efforts (Eakle et al., 
2018). The Partner’s demonstration study (Baeten et al., 2016) which enrolled and followed up 
1,013 heterosexual HIV-1-serodiscordant couples in Kenya and Uganda reported near elimination 
of HIV transmission when the infected individual was immediately started on ART and the 
uninfected one initiated and kept on PrEP until six months after ART initiation by their infected 
partner. In Kenya, the Ministry of Health recommends initiation of ART for all HIV-positive 
individuals in spite of their CD4 count and PrEP for the HIV-uninfected with ongoing high risk of 
exposure to HIV infection such as those in sero-discordant relationships (NASCOP, 2017). PrEP 
was officially rolled-out countrywide in 2017 and is delivered in public health clinics. An estimated 
54, 000 Kenyans are currently on PrEP (PrEP watch, 2018) and integration of PrEP into routine 
antenatal and postnatal care is ongoing (NASCOP, 2017; Pintye et al., 2018). It is predicted that 
expansion of PrEP programs will disrupt the current HIV prevention landscape by offering a new 
option for reducing HIV infection risks (Eakle et al., 2018). Moreover, Kippax and Stephenson 
(2012) argue that the strong interest in ARV-based HIV prevention technologies is likely to distort 
prevention efforts by advancing the notion of HIV as an exclusively biomedical matter therefore 
sidelining of the social aspects that underlie HIV transmission and/or effectiveness of prevention 
interventions.  However, the nature and extent of this disruption and how programs such as VMMC 
are implicated in this process has yet to be established because PrEP rollout is still at an early phase 
in Kenya.  
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4.3 Conclusion 
In this chapter, I have sought to provide an overview of the HIV/AIDS epidemic, the factors that 
contribute to high prevalence rates in Kenya and other African countries, and the efforts directed 
towards HIV prevention. The chapter shows that while HIV transmission occurs mostly through 
sexual intercourse, attempts to understand sexual behaviour cannot be isolated from the 
socioeconomic political, and cultural context in which the sexual act takes place. Similarly, the 
effectiveness of the interventions, therefore their impacts, is mediated by the socio-cultural 
environment. Understanding uptake and rejection of HIV prevention interventions from a social 
ecological perspective that considers socioeconomic, cultural, and political dimensions is therefore 
an inevitable part of assessing their impacts.  
I have also offered a substantial background to the emergence of MMC as an intervention for HIV 
prevention and its implementation through the VMMC programs. I then explored some of the 
concerns arising from its application in the “real world”. What is largely missing from the literature 
is an interrogation of the socio-cultural, economic, political contexts with respect to understanding 
the implementation of the innovation and the intended and unintended impacts for both the intended 
and unintended audiences which is the task that this thesis aims to undertake. I proceed in the next 
chapter with results from the household survey that investigated knowledge and awareness about 
MC and HIV prevention and assessed beliefs about MC and risk of HIV and perceptions associated 
with MC and MC status in a TMC community and a non-TMC community eight years after 
introduction of the intervention in Western Kenya. 
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CHAPTER FIVE: RESULTS FROM THE HOUSEHOLD SURVEY 
5.1 Introduction  
The overall aim of this thesis is to explore the impacts of biomedical knowledge on traditional 
practices, beliefs, and ideas and vice versa using MC as the case study and Western Kenya as the 
research setting. A multi-site case study approach and a mixed-methods research design was 
applied to meet the research objectives. A household survey was carried out in two sites: one 
(Lower Kadongo) predominately occupied by the non-TMC Luo, and the other (Mwembe) by the 
TMC Luhya. The survey aimed to gauge awareness and knowledge and examine beliefs about MC 
and the risk of HIV infection. In addition to awareness and beliefs, the survey also assessed some 
perceptions associated with MC.   
This chapter covers results from the survey. Details of the questionnaire design, epidemiological 
variables, and data analysis process were presented in Chapter Two (Methodology). This chapter 
reports on results from: (1) descriptive statistics generated for all variables in order to establish 
distributions, proportions and percentages; (2) analytical statistics (multivariable modelling) to 
determine the causal-effect relationships between the outcome variables (knowledge, awareness, 
beliefs, perceptions) against the explanatory variables (differences in location, age, sex, education 
etc) at a significance level p≤0.05; and (3) statistical analyses generated using two by two tables 
and thereafter obtaining additional analytical statistics (measures of effect) which included 
attributable fractions and population attributable fractions9.  
                                                     
9 Attributable fractions (AF) and population attributable fractions (PAF) were generated from those models 
that showed significance (p=≤0.05) for a true casual-effect relationship between an outcome (knowledge, 
beliefs, awareness, perceptions) and applicable exposure variable (sex, age, education, marital status, MC 
status) in the sample (AF) and extrapolated to population (PAF).  
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5.2 Results  
An overall response rate of 83% (382/460) was achieved with 200 respondents (52.4%) and 182 
respondents (47.2%) interviewed in Lower Kadongo and Mwembe respectively. Shortage of time 
was the most common reason given for unwillingness to participate in the study.  
General demographics  
The distribution of demographic characteristics (sex, age, education levels, marital status, 
circumcision status, and religion) in Lower Kadongo and Mwembe is presented in Table 5.1. 
Sex, marital status, and religion 
In Lower Kadongo, 52.5% (105/200) of the respondents were male and 47.5% (95/200) were 
female, whereas in Mwembe, 50% (91/182) of the respondents were male and 50% (91/182) were 
female. In total, 73% (277/382) of respondents were married and 98% (373/382) identified as 
Christians. The two sites did not differ in the distribution of respondents based on sex (p=0.625), 
marital status (p=0.642), or religion (p=0.931) (Table 5.1).  
Age and education  
Age groups and literacy levels in the two study sites were significantly different. Lower Kadongo 
had significantly more respondents aged between 18-32 years compared to Mwembe (59.7%, 
114/191, vs. 42.3%, 77/191, p=0.004), whereas Mwembe had a significantly higher age group 
above 33 years compared to Lower Kadongo (57.7%, 105/191 vs. 43.7%, 86/191, p=0.004) (Table 
5.1). Most respondents (297/382, 77.7%) had attained primary (partial or complete) or partial 
secondary education. Overall, 22.3% (85/382) had completed secondary school or had post-
secondary education with a significant difference (p=0.005) between the two sites. Sixty-six per 
cent (56/85) of respondents in Lower Kadongo compared to 34% (29/85) in Mwembe had 
completed secondary or post-secondary education (Table 5.1). 
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Male circumcision status 
Male circumcision status differed significantly (p=0.0001) between the two sites. In Mwembe, all 
but one respondent who declined to disclose their circumcision status were circumcised. In Lower 
Kadongo, slightly over half (56.2%, 59/105) of those who reported their MC status were 
circumcised. Among the female respondents who disclosed the circumcision status of their male 
partners, nearly all (95.5%, 85/89) of those in Mwembe had circumcised partners whereas in Lower 
Kadongo, 62.3% (53/85) reported having circumcised partners and the difference between the two 
groups was significant (p=0.0001) (Table 5.1). 
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Table 5.1 Demographic characteristics of survey respondents 
                                                     
1 Lower Kadongo – study location predominately occupied by the Luo ethnic group.  
2 Mwembe – study location predominately occupied by the Maragoli.  
3 Chi-square test p-value (0.005) significance level.   
Demographic characteristics (N=382)  1Lower Kadongo 
(N= 200) (%) 
Mwembe2 
(N=182) (%) 
3Chi-square P 
value 
Sex                                                          Male 105 (27.5) 91 (50) 0.625 
                                                                Female  95 (24.9) 91 (50)  
Age                                                         18-32  114 (57) 77 (42.3) 0.004 
                                                                32+  86 (43) 105 (57.7)  
Highest level of education            Partial secondary or less    144 (72) 153 (84.1) 0.005 
                                                        Complete secondary or more   56 (28) 29 (15.9)  
Marital status                                      Married  143 (71.5) 134 (73.6) 0.642 
                                                              Not married  57 (28.5) 48 (26.4)  
Religion                                                Christians  198 175 0.931 
                                                              Muslims  1 1  
Male circumcision status                    Circumcised  59 (56.2) 90 (99) 0.0001 
                                                              Uncircumcised  46 (43.8) 0  
Female response                                  Circumcised partner  35 (29) 85 (95.5) 0.0001 
                                                              Partner not circumcised  53 (93) 4 (7)  
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5.2.1 Assessing knowledge about behaviours and strategies for HIV prevention 
HIV testing and faithfulness to one sexual partner ranked highest with an overall 94% and 92% 
respectively acknowledging the two behaviours as HIV prevention measures. Condom use rated 
third (89.4%) followed by abstinence (75.6%), and finally male circumcision (73.5%) (Table 
5.4). 
Table 5.2 provides a summary of the multivariate analyses on respondents’ knowledge about 
various behaviours and strategies for HIV prevention. Results from the analysis of attributable 
fractions for the variables that showed significance are presented in Table 5.3.  
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Table 5.2 Multivariate analysis of respondents’ knowledge about HIV prevention methods  
HIV prevention 
strategy 
Variable 
          Regression      
coefficient 
                 SE         t        pvalue OR (95% CI) 
Abstinence Age  0.006 0.259 0.001 0.981 1.006 (0.605-1.673) 
 Education  -0.14 0.315 0.197 0.657 0.870 (0.469-1.611) 
 Marital status  0.571 0.295 3.738         0.053
 1.769 (0.992-3.155) 
 sex -0.216 0.245 0.778          0 .378 0.806 (0.498-1.303) 
 Sub-location  0.641 0.245 6.831 0.009
* 1.897 (1.174-3.067) 
Faithfulness to one  Age -0.688 0.405 2.882 0.09 0.503 (0.227-1.112) 
sexual partner Education  -0.767 0.561 1.869 0.172 0.465 (0.155-1.394) 
 Marital status  0.532 0.489 1.184 0.277 1.703 (0.653-4.444) 
 Sex 0.067 0.402 0.028 0.867 1.069 (0.487-2.350) 
 Sub-location  0.068 0.396 0.029 0.864 1.070 (0.492-2.326) 
Condom use Age -0.157 0.536 0.085 0.77 0.855 (0.299-2.447) 
 Education  0.111 0.642 0.03 0.863 1.117 (0.317-3.931) 
 Marital status  0.644 0.361 3.181 0.074 0.525 (0.259-1.066) 
 Sex 0.97 1.213 0.64 0.424 2.639 (0.245-28.433) 
 Sub-location  1.443 0.592 5.947    0.015
*    4.234 (1.327-13.502) 
 MC status  -0.769 1.174 0.43 0.512 0.463 (0.046-4.621) 
HIV testing Age -0.233 0.459 0.258 0.611 0.792 (0.322-1.946) 
 Education  -0.359 0.581 0.382 0.536 0.698 (0.224-2.181) 
 Marital status  -0.565 0.444 1.621 0.203           0.568 (0.238-1.356) 
 Sex -0.059 0.441 0.018 0.894          0.943 (0.397-2.237) 
 Sub-location  0.409 0.435 0.884 0.347          1.506 (0.642-3.533) 
Male circumcision Age -0.13 0.253 0.263 0.608 0.878 (0.535-1.442) 
 Education  -0.017 0.314 0.003 0.956 0.983 (0.531-1.817) 
 Marital status  0.01 0.298 0.001 0.973 1.010 (0.563-1.813) 
 Sex -0.406 0.249 2.655 0.103           0.666 (0.409-1.086) 
 Sub-location  -1.215 0.256 22.565        0.0001
*            0.297 (0.180-.490) 
                                                     
 P-value significant (p< 0.05) 
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Table 5.3 Attributable fractions for knowledge about HIV prevention methods 
 
Outcome 
 
 
Significant variables 
 
Frequencies 
Yes/True/Agree 
 
Frequencies 
No/False/Disagree 
 
Attributable 
fraction (95% 
CI) 
 
Population 
attributable fraction 
(95% CI) 
HIV prevention behaviours      
Abstinence Study location   28% (6%-45%) 23% (4% -38%) 
 Lower Kadongo 160 37 
  
 Mwembe 125 55 
  
 Marital status 
  35% (-2% - 59%) 29% (-3%-51%) 
 Not married 86 18 
  
 Married 199 74 
  
Condom use  
Study location   
54% (21% to 
73%) 
51% (19%-71%) 
 Lower Kadongo 185 10 
  
 
Mwembe 145 29   
Male circumcision   
    
 
Study location 157 29 
49% (30% to 
63%) 
41% (23% to 55%) 
 Lower Kadongo 106 66 
  
 Mwembe 
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Table 5.4 summarises the proportion of respondents with knowledge about the various HIV 
prevention measures in the two sites.  
Table 5.4 Descriptive summary of respondents’ knowledge about HIV prevention measures 
 
Abstinence 
Residents in Lower Kadongo were more likely (OR=1.89, 95% CI, 1.174-3.067, p≤0.009) (Table 
5.2) to acknowledge abstinence to be a HIV prevention behaviour compared to residents in 
Mwembe (80% versus 69%) (Table 5.4). The sample and population attributable fractions for 
acknowledging abstinence as a HIV prevention strategy were 28% (95% CI 6% to 45%) and 23% 
(95% CI 4% to 38%) respectively (Table 5.3).  
Although of borderline significance, married persons were more likely (OR, 1.769, 95% CI 0.992-
3.155, p=0.053) to acknowledge abstinence as a HIV prevention behaviour (Table 5.2). However, 
variations and differences based on age, sex and education level (p=0.981, p=0.378 and p=0.657 
respectively) showed no significance (Table 5.2).  
 
 
HIV prevention 
behaviours and strategies  
Lower Kadongo Mwembe Overall 
Abstinence 80%, (160/197) 69%, (125/180) 75.6%, (285/377) 
Being faithful to one sexual 
partner 
90%, (184/199) 92.2%, (166/180) 92.3%, (350/379) 
Condom use 94.8%, (185/195) 83.3%, (145/174) 89.4% (330/369) 
HIV testing 95%, (189/199) 92.7%, (166/ 179)          93.9% (355/378) 
Male circumcision 84.4%, (157/186) 61.6%, (106/172) 73.5% (263/358) 
  
109 
 
 
Faithfulness to one sexual partner and HIV testing 
Faithfulness to one sexual partner was regarded highly as a HIV prevention strategy in both sites 
with no significant differences between the respondents based on study location, education level, 
marital status, age or sex (p=0.864, 0.172, 0.277, 0.090 and 0.067 respectively). Similarly, the 
majority perceived HIV testing as a strategy and no differences were found based location, 
education level, marital status, age and sex (p=0.347, 0.536, 0.203, 0.611 and 0.894 respectively) 
as presented in Table 5.2.  
Condom use 
Respondents from Lower Kadongo were more likely (OR=4.234, 95% CI, 1.327-13.502, p=0.015) 
(Table 5.2) to have knowledge of condom use as a strategy for HIV prevention than those in 
Mwembe (94.8% vs 83.3%) (Table 5.4).  No differences were found for age (p=0.77), sex 
(p=0.424), education level (p=0.863) or marital status (p=0.512) (Table 5.2). The sample and 
population attribution fractions for acknowledging condom use as a strategy for HIV prevention 
were based on study location were 54% (95% CI-21-73%) and 51% (95% CI-19% to 71%) 
respectively (Table 5.3).  
Male circumcision  
Sub-location was a significant variable for knowledge of MC as a HIV prevention strategy 
(p≤0.001) (Table 5.2). Respondents in Lower Kadongo were more likely (OR=3.37, 95% CI 2.04 
- 5.57) to acknowledge that MC is a HIV prevention strategy compared to residents in Mwembe 
(84.4% vs 61.6%) (Table 5.4). 
Sample and population attributable fractions of 49% (95% CI 30% to 63%) and 21% (95% CI 13% 
to 30%) respectively were obtained (Table 5.3). No influence was recorded for age, sex, education 
level and marital status (p=0.608, p=0.103, =0.956 and p=0.973 respectively) (Table 5.2). 
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5.2.2 Beliefs about MC and risk of HIV infection  
A summary of the multivariate analyses of beliefs about MC and risk of HIV infection is provided 
in Table 5.5. The sample and population attributable fractions for the significant variables are 
presented in Table 5.6. 
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Table 5.5 Multivariate analysis of beliefs about MC and risk of HIV infection 
Beliefs about MC and the risk of HIV infection Variable 
Regression 
coefficient 
SE t pvalue OR (95% CI) 
MC reduces the risk of HIV infection for men  
 Age -0.245 0.444 0.304 0.581 0.783 (.328-1.870) 
 Education  -0.865 0.534 2.618 0.106 0. 421 (.148-1.200) 
 Marital status  0.298 0.443 0.454 0.501 1.348 (.566-3.211) 
 Sex 0.283 1.225 0.053 0.817 0.754(0.8-8.316) 
 Sub-location  1.959 0.45 18.959 0.0001
* 7.094 (2.937-17.134) 
 MC status  0.617 0.802 0.592 0.442 1.853 (.385-8.924) 
It is safe for a man to engage in unprotected intercourse as long as he is circumcised  
 Age -0.06 0.53 0.013 0.909   0.941 (0.333-2.662) 
 Education  2.227 1.037 4.616 0.032* 9.275 (1.216-70-759) 
 Marital status  -0.172 0.561 0.093 0.76 0.842 (0.280-2.532) 
 Sex 19.472 20028.11 0 0.999                1(27.965-0) 
 Sub-location  -0.174 0.464 0.141 0.707 0.840 (0.338-2.085) 
 MC status  -0.421 0.694 0.367 0.545 0.657 (0.657-2.561) 
It is safe for a woman to engage in unprotected intercourse as long as her male partner is circumcised  
 Age -.607 .392 2.390 0.122 0.545(0.253-1.176) 
 Education  1.541 .741 4.320 0.038* 4.669 (1.092-19.969)  
 Marital status  .000 .460 .000 0.999 1 (0.405-2.465) 
 Sex -.591 .390 2.296 0.130 0.554 (0.258-1.189) 
 Sub-location  .104 .378 .076 0.783 1.110 (0.529-2.330) 
Circumcised men cannot get infected with HIV  
 Age -0.011 0.732 0 0.988 0.989 (0.236-4.149) 
 Education  0.736 0.809 0.828 0.363 2.088 (.428-10.193) 
 Marital status  0.304 0.724 0.176 0.675 0.738 (0.179-3.048) 
 Sex -1.674 1.196 1.96 0.162 0.188 (.018-1.954) 
 Sub-location  0.744 0.649 1.315 0.252 2.104 (0.590-7.507) 
                                                     
* P-value significant (p< 0.05) 
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Table 5.6 Attributable fractions for beliefs about MC and risk of HIV infection 
 
 
 
 
Outcome 
 
 
Significant 
variables 
 
  
True 
 
  
False 
 
Attributabl
e fraction 
(95% CI) 
 
Population 
attributable 
fraction 
(95% CI) 
 
Beliefs about MC and risk of HIV infection  
   
MC reduces the risk of 
HIV infection for men  
Study 
location 
  68% (50% 
to 71%) 
62% (95% to 
75%) 
 
Lower 
Kadongo 
172 16   
 Mwembe 104 64 
  
      
It is safe for a man to 
engage in unprotected 
intercourse as long as 
her partner is 
circumcised  
Education   
18% (9% to 
27%) 
2% (1% to 
4%) 
 
Partial 
secondary 
education or 
less  
35 247   
 
 
Complete 
secondary or 
more 
                3                82   
      
It is safe for a woman 
to engage in 
unprotected 
intercourse as long as 
her partner is 
circumcised  
    Education   
-39% (-
120% to 
12%) 
-3% (-6% to 
1%) 
 
 
Partial 
secondary less 
 
30 257   
 
Complete 
secondary or 
more  
2 80   
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Table 5.7 provides a descriptive summary of beliefs about MC and risk of HIV infection and the 
extent to which they were held in each study location. 
Table 5.7 Descriptive summary of beliefs about MC and the risk of HIV infection 
 
Male circumcision reduces the risk of HIV infection for men 
Most respondents (72.3%, n=356) believed that MC reduces the risk of HIV infection for men 
(Table 5.7). Residents in Lower Kadongo were more likely (OR=6.62, 95% CI 13.63% -12.05%, 
p≤0.0001) (Table 5.5) to believe that MC reduces the risk of HIV infection than residents in 
Mwembe (91.4% vs 61.9%) (Table 5.7). 
The sample and population attributable fractions were 68% (95% CI -50% to 71%) and 62% (95% 
CI-95% to 75%) respectively (Table 5.6). No significant differences were found for age, sex, 
education level, marital status and circumcision status (p= 0.581, 0.817, 0.106, 0.501 and 0.442 
respectively) (Table 5.5).   
 
 
 
Belief  Lower Kadongo Mwembe Overall 
Male circumcision reduces the risk 
of HIV infection (True) 
91.4% (172/188) 61.9% (104/168) 72.3% (276/356) 
It is safe for a man to engage in 
unprotected sex (False) 
    96.1% (196/183) 87.9% (153/174) 90.7% (334/368) 
It is safe for a woman to engage in 
unprotected sex (False) 
92% (175/191)   1% (162/178)    91.3% (337/369) 
A circumcised man cannot 
contract HIV infection (False) 
88.8% (168/189) 92% (166/179) 90.7% (334/368) 
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Men and/or women can safely engage in unprotected intercourse as long as they/their partner is 
circumcised  
The majority (90.7%, n=368) disagreed that it is safe for a man to engage in unprotected sex as 
long as he is circumcised, and also disagreed that it is safe for women to engage in unprotected sex 
as long as their partner is circumcised (91.3%, n=369) (Table 5.7).  
Respondents with partial secondary education or less were significantly more likely (OR=3.87, 
95% CI 1.18 to 12.93, p=0.032) to believe that it is safe for a man to engage in unprotected 
intercourse (Table 5.5). Additionally, respondents with partial secondary education or less were 
more likely (OR=4.669, 95% CI, 1.09-19.96, p=0.038) to state that women can safely engage in 
unprotected intercourse as long as their partner is circumcised (Table 5.5). Analysis of sample and 
population attributable fractions indicated that lower levels of education contributed to this belief 
in 18% (95% CI 9% to 27%) in the study sample and 2% (95% CI -1% to 4%) would hold this 
belief within the broader population because of low levels of education (Table 5.6). The effects of 
study location, age, sex, marital status and MC status (p=0.707, p=0.909, p=0.999, and p=0.545 
respectively) on these beliefs were not found to be significant (Table 5.5). 
A circumcised man cannot get infected with HIV  
The majority (90.7%, n=368) disagreed that a circumcised man cannot get infected with HIV (Table 
5.7). All the variables (location, age, sex, education level, marital status and male circumcision 
status) were not significant and had no influence on this belief (p=0.252, 0.988, 0.162, 0.363, 0.675 
and 0.803 respectively) (Table 5.5). 
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5.2.3 Assessing awareness about medical male circumcision as a HIV prevention strategy 
Table 5.8 presents a summary of the multivariate analysis on awareness about medical male 
circumcision (MMC) as a HIV prevention measure. A summary of attributable fractions for 
study location which was the significant variable is presented in Table 5.9.  
Table 5.8 Multivariate analysis of awareness about MMC for HIV prevention 
Variables 
(N=382) 
Regression 
coefficient 
   
    SE t 
 
p-value OR (95% CI) 
Sex -.087 .289 .091 0.763 0.917 (.521-1.614) 
Age -.203 .296 .472 0.492 0.816 (.457-1.458 
Education -.110 -.110 .084 0.773 0.896 (.425-1.890) 
Marital 
status 
.267 .324 .678 0.410 1.306 (.692-2.466) 
Sub-
location 
3.509 .477 54.199 0.0001* 
33.429 (13.133-
85.090) 
 
Table 5.9 Attributable fractions for awareness about MMC for HIV prevention 
 
Outcome 
 
 
Significant 
variables 
 
 
Yes 
 
 
No 
 
Attributable 
fraction 
(95% CI) 
 
Population 
attributable 
fraction (95% 
CI) 
 
Awareness about MMC (Have you heard that MMC is a HIV prevention measure?) 
Awareness  
 
Study location 
  92% (80% to 
96%) 
89% (75% to 
95%) 
 Lower Kadongo 195  5  
  
 Mwembe 98  84  
  
      
 
                                                     
* P-value significant (p< 0.05) 
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Table 5.10 provides a summary of the proportion of respondents that indicated awareness about 
MMC for HIV prevention.    
Table 5.10 Respondents’ awareness about MMC for HIV prevention  
 
Awareness 
Awareness about MMC for HIV prevention in Lower Kadongo and Mwembe was 97.5% 
(n=200) and 53.8% (n=182) respectively (Table 5.10). Residents in Lower Kadongo were more 
likely (OR=33.429, 95% CI, 13.13 -85.09, p≤0.0001) to have heard of MMC as a HIV 
prevention strategy compared to residents in Mwembe (Table 5.8). There were no differences 
with level of awareness about MMC as a HIV prevention strategy based on age, sex, education 
level and or marital status (p=0.492, 0.763, 0.773 and 0.410 respectively). In the entire 
population of Lower Kadongo, 89% (95% CI, 75- 95%) of the population was estimated to be 
aware of MMC as a HIV prevention strategy (Table 5.9).  
 
  Lower Kadongo Mwembe  Overall  
Have you heard about that 
MMC is a HIV prevention 
measure?  
Yes 97.5% (195/200)  53.8% (98/182) 76.7% 
(293/382) 
No 2.5% (5/200) 47.2% (84/182) 23.3% 
(89/392) 
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Primary sources of information about MMC as a HIV prevention strategy 
The primary sources of information that MMC is a strategy for HIV prevention are summarized 
in Table 5.11.  
Table 5.11 Respondents’ sources of information about MMC for HIV prevention 
Source of information 
Study Location 
Lower Kadongo 
  
                    Mwembe 
  
Media (radio) 65 (33.3)  
                       32 (32.7) 
 
Interpersonal communication 
(peers, sexual partners, 
community health 
workers/mobilizers 
78 (40)                52 (53.1)) 
 
IEC Materials (Posters, flyers, 
brochures, pamphlets) 
13 (6.7)         2 (2) 
Health facilities 39 (20)              12 (12.2) 
 
Overall, interpersonal sources (peers, sexual partners, community mobilizers) were the most 
common (44.4%, n=293) source of information in both sites. The other frequently cited source 
was the media (radio) (33.1%). A minority of respondents in Lower Kadongo (20%, n=195) 
and Mwembe (12.1%, n=98) indicated that health facilities were the primary source of 
information. Promotional materials (poster, pamphlets, brochures) were the least mentioned 
primary sources of information (5.1 %, n=293) (Table 5.11).  
5.2.4 Perceptions associated with MC and MC status   
Results of the multivariate analysis of perceptions associated with MC status are provided in 
Table 5.12. 
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 Table 5.12 Multivariate analysis of perceptions associated with MC and MC status 
Perceptions associated with MC 
status 
Variable 
Regression 
coefficient 
SE t pvalue OR 
MC enhances sexual pleasure  
 Age 0.043 0.518 0.007 0.934 1.044 (.378-2.880) 
 Education  1.182 0.447 7 0.008
* 3.260 (1.358-7.822) 
 Marital status  -0.263 0.473 0.308 0.579 .769 (.304-1.945) 
 MC status 1.813. 459 15.599 0.0001
 6.128 (2.492-15.056) 
 Sex 1.858 1.276 2.121 0.145 6.414 (.526-78.206) 
 Sub-location  0.262 0.586 0.2 0.654 1.3 (0.412-4.100) 
Women prefer circumcised men  
 Age 0.888 0.5 3.151 0.076 2.430 (.912-6.479) 
 Education  -0.2 0.571 0.123 0.726 0.819 (.268-2.505) 
 MC status  1.153 0.528 4.77 0.029
* 3.168 (1.126-8.917) 
 Sex -18.587 22308.3 0 0.999 0.000 (.000) 
 Sub-location  -1.951 0.717 7.413 0.006 0.142 (.035-.579) 
MC enhances masculinity  
 Age 1.039 0.526 3.9 0.048 2.826 (1.008-7.925) 
 Education  0.619 0.545 1.287 0.257 1.856 (0.638-5.405) 
 MC status  1.045 0.57 3.358 0.067 2.844 (.930-8.699) 
 Sex -18.386 19840.8 0 0.999 0 
 Sub-location  -1.316 0.649 4.113 0.043 0.268 (0.075-.957) 
MC shows that a man is modern 
 Age -0.265 0.444 0.354 0.552 0.768 (.321-1.834) 
 Education  1.29 0.452 8.165 0.004* 3.634 (1.500-8.806) 
 MC status 1.068 0.617 2.992 0.084 2.909 (.867-9.758) 
 Sex -19.094 19920.36 0 0.999 0 
 Sub-location  0.924 0.558 2.744 0.098 2.519 (.844-7.517)    
                                                     
* P-value significant (p< 0.05) 
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Table 5.13 provides a summary of the attributable fractions for the perceptions that MC 
enhances sexual pleasure, women prefer circumcised men and MC shows that a man is modern 
and the variables that showed significance for these perceptions.   
Table 5.13 Attributable fractions for perceptions about MC and MC status (p≤0.05) 
 
Outcome 
 
 
Significant 
variables 
 
 
 Agree 
 
 
Disagree 
 
Attributabl
e fraction 
(95% CI) 
 
Population 
attributable 
fraction (95% CI) 
 
Perceptions associated with MC 
MC enhances 
sexual 
pleasure 
     MC status   
34% (11%-
50%) 
29% (9%-45%) 
      
 Circumcised  124 16   
 Not circumcised  20 14   
 
 
Education 
  
19% (2%-
33%) 
16% (1% to 28%) 
 
 
Partial secondary 
or less  
210 51   
 
 
 Complete 
secondary or 
more 
51 22   
Women 
prefer 
circumcised 
men as sexual 
partners 
MC status   
51 (24%-
68%) 
46% (20%-64%) 
 Circumcised 124 12   
 Uncircumcised 19 16   
MC shows 
that a man is 
modern  
Education   
21% (1% -
36%) 
18% (1%-33%) 
      
 
Partial secondary 
or less  
235 32   
 
  Complete 
Secondary or 
more   
62 19   
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Table 5.14 summarises provides a summary of the proportion of respondents who agreed with 
the various perceptions for each study site.  
Table 5.14 Descriptive summary of perceptions associated with MC 
Perceptions about male 
circumcision  
Lower Kadongo Mwembe Overall 
MC enhances sexual pleasure 70.2%, (106/151) 89.6%, (155/173) 80.6%, (261/324) 
Women prefer circumcised 
men 
75.2%, (124/165) 94.7%, (162/171) 85.1%, (286/336) 
MC enhances masculinity 71.8%, (112/156)    96%, (170/177) 84.7%, (282/333) 
MC shows a man is modern 84.9%, (152/179) 85.8%, (145/169) 85.3 %, 
(297/348) 
 
Male circumcision enhances sexual pleasure for men and their female sexual partners  
Respondents mostly agreed that MC enhances sexual pleasure (80.6%) (Table 5.14). 
Circumcised men were more likely (OR=5.43, 95% CI 2.3 - 12.8, p=0.0001) to hold the 
perception that MC enhances sexual pleasure (Table 5.12). Being circumcised was found to 
influence the perception that MC enhances sexual pleasure by 34% (95% CI- 11% to 50%) 
(Table 5.13). Additionally, respondents with lower education levels were more likely (2.21, 
95% CI-1.21-4.03, p=0.008) to hold the belief that MC enhances sexual pleasure than those 
with higher levels of education (Table 5.12). Having lower education levels was attributed to 
holding this belief by 19% (95% CI-2%-33%) and 16% (95% CI-1%-28%) in the study sample 
and population respectively (Table 5.13). No associations were found for location, age, sex and 
marital status (p=0.654, 0.934, 0.145 and 0.579 respectively) (Table 5.12).  
Women prefer circumcised men as sexual partners  
Respondents mostly agreed that women prefer circumcised men (85.1%) (Table 5.14). 
Circumcised men were more likely (OR=3.13, 95% CI-1.112-8-796, p=0.029) to agree with 
this belief (Table 5.12).  Additionally, the results indicated that being circumcised influenced 
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this belief by 51% (95% CI-24-68%) in the sample and 46% (95%, CI-20%-64%) in males in 
the broader population respectively (Table 5.13).   
Undergoing circumcision enhances masculinity and shows that a man is modern  
Respondents mostly agreed that MC enhances masculinity (84.7%) and shows that a man is 
modernized (85.3%) (Table 5.14). The odds of perceiving that undergoing MC enhances 
masculinity were lower in Lower Kadongo (OR=0.043, 95% CI, 0.075-0.957) (Table 5.12). 
The perception that undergoing male circumcision shows that a man is modern was highly 
regarded by study participants that had partial secondary education or less as compared to those 
with secondary or post-secondary education (OR=2.25, 95% CI 1.2 - 4.24, p=0.004) (Table 
5.12).  
A low level of education was associated with this belief by 21% (95% CI 1% to 36%) and 18% 
(95% CI 1% -3 3%) in the study sample and population respectively (Table 5.13). The two 
perceptions were not influenced by study location, age, sex and male circumcision status 
(p=0.098, 0.552, 0.999 and 0.084 respectively) (Table 5.12).  
5.3 Discussion  
The results indicated a significant difference between two Western Kenyan sites in the 
respondents’ awareness and association of MC with HIV prevention, reflecting the way that 
one rural site (Lower Kadongo) is directly exposed to the VMMC program among traditionally 
non-circumcising Luo, and the second rural site (Mwembe) is without direct exposure to the 
program among TMC Luhya. However, respondents in the two sites showed similarities in their 
beliefs about MC and risk of HIV infection. Overall, respondents from both sites showed 
similar levels of agreement with all the perceptions associated with MC and with MC status. 
Demographic characteristics were similarly distributed in the two sites in relation to marital 
status, religion, and sex but differed with respect to education levels and circumcision status of 
male respondents. The non-circumcising site had a significantly higher proportion of younger 
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respondents, and who had completed secondary or post-secondary education. Overall, the 
proportion of circumcised men was higher in the TMC site, as might be expected. However, it 
is noteworthy that most men in the non-circumcised site were also circumcised; a finding that 
builds on recent data showing that MC prevalence in this community has considerably increased 
especially among male youth (Akullian et al., 2017).  
Awareness about MC as an intervention for HIV prevention 
The results showed that nearly all respondents in the non-circumcising Luo community of 
Lower Kadongo associate MC with HIV prevention and have heard of MMC as a HIV 
prevention measure. In comparison, about 60% in the Luhya community of Mwembe associate 
MC with HIV and slightly over half have heard of the intervention. Respondents in the non-
circumcising site were more likely to perceive MC as a HIV prevention measure from a list of 
other measures and were more likely to have heard that MMC reduces the risk of HIV infection 
compared to those in the TMC site. This implies that eight years since the introduction of the 
VMMC program in this region, the vast majority of those residing in the areas initially directly 
targeted with information campaigns are aware and have internalised the message that MC is 
an additional HIV prevention method. On the other hand, the significantly lower levels of 
awareness about MMC for HIV prevention, and association of MC with HIV prevention in the 
Luhya TMC site in Mwembe, may indicate low levels of exposure to direct information despite 
the community’s proximity to the primary audience of the VMMC campaigns (Mwembe is 
approximately 23kms from Kisumu where the non-TMC site of Lower Kadongo is located). 
Knowledge about behavioural HIV prevention measures  
The results indicate that the level of knowledge about behavioural strategies to reduce the risk 
of HIV infection is generally high in both sites. However, statistically significant differences 
between the two sites were noted for abstinence and condom use. Respondents in the non-TMC 
site were more likely to perceive abstinence and condom use to be a HIV prevention measure 
than those from the TMC site. One explanation for this disparity is the higher proportion of 
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younger, unmarried respondents in the non-TMC site which is the population targeted by 
abstinence campaigns. Another explanation is there were more respondents with secondary and 
post-secondary education in the non-TMC site. Knowledge about abstinence has been found to 
increase with education (KNBS, 2014). A final explanation is that as members of a high HIV 
prevalence sub-population (NACC, 2018), individuals from the non-TMC site are more 
frequently exposed to messages about abstinence and condom use compared to those in low 
HIV prevalence regions. For example, VMMC is provided as part of a comprehensive education 
package that includes encouraging delayed sexual debut and condom use.  
Beliefs about MC and risk of HIV infection  
The survey examined whether respondents believed that: “MC reduces the risk of HIV infection 
for men”; “a circumcised man cannot get infected with HIV”; and “it is safe for a man/woman 
to engage in unprotected sex as long as they/their partner is circumcised”. Analysis of these 
beliefs shows that most respondents in both sites believe that MC reduces the risk of HIV 
infection for men. However, the non-TMC group is more likely to hold this belief. In addition, 
nearly all respondents in both sites discounted the other two beliefs with no significant 
differences between the two sites.  Thus, awareness and knowledge that MC lowers the risk of 
HIV infection for men is not associated with misinformation or with incorrect inferences about 
the risk of infection for both men and women in the VMMC-targeted areas in this study. 
Additionally, there is no evidence of incorrect beliefs about MC and sexual risk of HIV 
infection in the TMC community although this group is not directly exposed to the VMMC 
program. 
Perceptions associated with MC and MC status 
The perceptions that MC enhances sexual pleasure, women prefer circumcised males and MC 
enhances masculinity were expressed more frequently by respondents in the TMC site. A 
similar proportion of respondents in both sites perceived that MC signifies modernity in a man. 
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This suggests that among the Luhya who practice MC in traditional settings, TMC and 
modernity are not mutually exclusive.  
The perceptions that MC enhances sexual pleasure and women prefer circumcised men were 
more widely held by circumcised men than those uncircumcised. In addition, the two 
perceptions were significantly associated with low levels of education implying that they are 
prevalent in the broader community, given that many rural dwellers have low levels of 
education. These findings are consistent with the discussion in the previous chapter showing 
that that beliefs about MC and sexual performance and women sexual preferences are 
commonly held among males and females in VMMC catchment areas and among TMC groups.  
5.6 Conclusion  
This survey assessed awareness and beliefs about MC for HIV prevention in a non-TMC 
community and a TMC community to understand the degree of internalization of messages and 
beliefs around MC and HIV prevention, and gauge diffusion of information about MC and HIV 
prevention into TMC groups. The levels of awareness and extent of belief about MC and HIV 
prevention were assessed against individual characteristics (gender, age, education, and marital 
status) in order to build contextual knowledge about the dissemination of such information.  
The results presented in this chapter show that in the non-TMC group there is sustained 
awareness about MC as an intervention for HIV prevention and adequate understanding that 
the procedure is partially protective against HIV infection. The results also show that so far, 
non-TMC and TMC communities in Western Kenya differ in the degree of their association of 
MC with HIV prevention and awareness about MMC for HIV prevention eight years after the 
introduction of the VMMC program, indicating success of the program. Differences in the level 
of awareness reflect the priority of the program to target the non-TMC communities. The 
analysis suggests that as part of the broader efforts to promote safer MC in TMC groups, there 
is scope to develop messages about the HIV prevention benefits of MC specifically targeting 
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TMC groups to both increase knowledge as well as to clarify that TMC may not have the same 
benefits as MMC. 
These findings should be understood in the context of the following limitations. First, a 
distinction was not made between medical and traditional MC in the survey because the study 
sites were purposively pre-selected to represent a non-TMC community and a TMC 
community. It was therefore assumed that participants’ responses applied to MMC and TMC 
respectively. Subsequently, these results may not be generalized to other areas in Western 
Kenya. Moreover, it is possible that such a distinction would have yielded different results. The 
second limitation is that the findings were conducted in two rural sites, hence the findings may 
not be generalizable to other communities and groups outside of that region, particularly 
urbanised areas. Third, no baseline data was available to determine whether impacts on beliefs 
and knowledge are directly attributable to the VMMC program, as no studies had been carried 
out prior to the commencement of the program. Given the absence of baseline date, alternative 
data is therefore needed to determine changes in beliefs and practices due to increased 
awareness of the intervention, which is where the qualitative component of the research project 
proved important. It is to the qualitative findings that this thesis now turns. 
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CHAPTER SIX: CASE STUDY ONE 
THE LUO 
6.1 Introduction  
In the previous Chapter, I reported awareness about MMC for HIV prevention in one TMC 
community and one non-TMC community. The results showed that nearly all respondents in the 
non-TMC community are aware of the intervention. In this Chapter, I focus on the non-TMC 
community, the Luo, with a discussion of results from the focus group discussions. I explore 
acceptability of MMC in this community. Drawing on constructs from social identity theories, I 
argue that the acceptability of MMC for HIV prevention among the Luo is tied in complex ways to 
the negotiation of social identity. The key to understanding acceptability of MMC by the Luo of 
Kenya, it will be argued, is social identity theories, particularly those pertaining to ethnic 
differentiation, in which practices such as circumcision play a vital role in tribal identity. The 
success of the VMMC programme ties in multiplex ways with how the practice aligns with, or in 
some instances disrupts, social identity and the social relationships that pertain to them. In addition, 
it is also important to note that MMC is associated with wider processes of de-traditionalization 
and cultural change, which are also having profound impacts on these communities and are 
supported in some quarters and resisted in others.  
The Luo  
In Chapter Two, I highlighted that the Luo belong to the Nilotic (also Nilo-Hamatic) language 
group. While some language groups, such as the Bantu, came about from the study of African 
languages, the term Nilo-Hamatic owes its origin to the European “Hamitic” hypothesis; a 
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hypothesis linked to the Biblical account of migration of the twelve tribes of Israel, and the idea 
that light skinned Hamatic invaders were the bearers of African culture and civilization (Campbell, 
2006). The term “jonam” translating to “people of lakes and rivers” is the term that the Nilotic 
groups claimed for themselves. The Nilotic groups are further classified into Southern, Central, and 
Northern Nilotes, then into the Nuer-Dinka Nilotes, and the Luo-speaking Nilotes   
Aside from Kenya, the Luo language is also spoken in South Sudan, Uganda, and Tanzania. Luo 
oral traditions suggest that the original homeland of the group is 'Dhowath', a place somewhere in 
Bahr el Ghazal or Gezira, the "island" of fertile land between the Blue and White Niles south of 
Khartoum. The Luo split into different sub-groups as they migrated, with some moving westward 
and others southward. The subgroups Joka-Jok, Jok-Owiny and Jok-Omollo can be found in 
Uganda and Western Kenya. The Luo are a patriarchal and patrilineal society. Kinship is believed 
to be the dominant form of social and political organization in pre-colonial Luo society. In fact, the 
prefix “jo” meaning “people of” was followed by the name of the leader of the migrating group and 
land ownership and claims over territory was based on clanship/lineage rather than a common Luo 
identity. However, others argue that political systems differed from one sub-group to the other 
ranging from the loose decentralized systems to groups that had organized, centralized systems 
(Ogot, 1967). 
As with other Kenyan groups, the origin of a common Luo identity lies in colonialism. The colonial 
administration clustered the three large ethnic groups in Western Kenya (the Luo, Kisii, and Luhya) 
into a category known as the “Kavirondo people”. The Luo-speaking group came to be known as 
“Nilotic Kavirondo” while the other two groups took on the term “Bantu Kavirondo”. The Nilotic 
and Bantu Kavirondo were linguistically and economically. The Bantu Kavirondo were mainly 
agriculturalists. Moreover, while the Bantu Kavirondo initiated their men into warrior-hood and 
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adulthood through the rite of male circumcision, the Nilotic Kavirondo (the Luo) had the practice 
of teeth extraction (six lower teeth) for both males and females (Marck, 1997). The Luo custom of 
teeth extraction is no longer practiced while MMC is becoming an acceptable practice in 
contemporary Luo society.  
The quantitative findings presented in the last chapter showed that in addition to contemporary 
medical meanings promoted by the VMMC program, the Luo expressed widespread acceptance of 
extra-medical meanings associated with MC: MC enhances sexual pleasure; women prefer 
circumcised men; MC enhances masculinity; and MC shows a man is modern. This points to socio-
cultural factors involved in acceptance of VMMC and MC attitudes. This chapter seeks to further 
examine these sociocultural factors.  
6.2 Understanding acceptability of MMC by the Luo 
Three broad reasons for the high uptake and acceptability of MMC surfaced from the various FGDs: 
health benefits; social aspects; and politics. 
6.2.1 Health benefits  
Nearly all participants in the FGDs expressed their awareness about MMC for HIV prevention and 
repeatedly mentioned reduced chances of HIV/STI infection and hygiene as reasons for undergoing 
or supporting MMC. Male youth spoke about how they had heard from VMMC campaigns and 
during AIDS education sessions that MMC reduces the risk of HIV infection and then decided to 
get circumcised. The majority correctly identified the percentage (i.e. 60%) by which MMC 
reduces the risk of HIV infection. Also, circumcised male youth referred to reduced risk of cervical 
cancer for their female partners as an added benefit of MMC and perceived circumcision to be a 
more convenient and longer-term HIV prevention measure compared to condoms:  
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In my case, I heard from the radio about the benefits of MC… So, I decided to go for the 
cut. I heard benefits such as cleanliness…and MC reduces chances of getting infected with 
HIV by 60% (Circumcised male youth). 
It reduces the risk of infection for women…you know when you are not circumcised those 
dirty particles can increase the risk of women getting cervical cancer (Circumcised male 
youth).  
Female participants similarly spoke of how they received information about MMC and reduced 
chances of HIV infection from peers or workshops and afterwards managed to convince their 
partners and/sons to undergo the procedure, even accompanying them to the clinic. The women 
reasoned that MMC has HIV prevention benefits for women too because the HIV virus lasts only 
for a short period of time on the surface of a circumcised penis, therefore lowering the probability 
of circumcised men who engage in extramarital affairs “bringing the virus to the wife.” 
I would say… in a marriage some men get into extramarital affairs.  So, in such cases the 
chances of infecting the wife are lowered because we are normally told that the HIV virus 
is only alive for a brief period of time and this means that in the absence of the foreskin, 
the virus cannot live long on the surface of a circumcised penis. So, it [circumcision] 
reduces the man’s chance of getting infected and of the man bringing the virus to the wife 
(Female participant). 
The older males discussed the HIV prevention benefits of MMC alongside the opinion that the 
spread of HIV/AIDS in their locality is now “too much” or is “everywhere”. One discussant stated 
that it is “embarrassing” to constantly feature in the news as the region with the highest HIV 
prevalence rate.  
The elders did not perceive culture as a barrier to acceptability of MMC, explaining that even 
though it is not part of Luo culture, they (the elders) had given permission for the young boys to 
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undergo MMC in view of the new understanding that MMC is beneficial to the community for 
preventing illness: 
Getting circumcised is preventing illness, isn’t it? So, this community has now embraced 
circumcision. As one of the others said, we now understand that MC can benefit us, and 
we have agreed that the young boys should get circumcised (Adult male participant).  
These discussions illustrate that as individual men, sexual partners, mothers, and members of a 
“high-risk” group, participants view acceptability of MMC as a responsible, rational response to 
risk information regarding HIV infection. In MMC for HIV prevention campaigns, men are often 
urged ‘to be wise’ or ‘invest in the future’ by getting circumcised; circumcised men are depicted 
as ‘winners’; or undergoing MMC is portrayed as a ‘a matter of health’ for the sake of the individual 
male and his family. These messages have clearly resonated with the community. Moreover, the 
benefits of MMC for male youth are rationalized by the elders as being of more significance than 
preserving a non-circumcising culture. Yet, discussions of whether culture is a barrier to 
undergoing MMC uncovered additional perspectives, which I discuss next, suggesting that the 
youth deemed traditional culture as a non-issue.  
6.2.2 Culture as a “non-issue”  
Female respondents explained that MC has become an established norm since the bulk of young 
Luo boys and male youth are circumcised. A female participant for example remarked that in future: 
Women will only come across circumcised [Luo] men because the practice is now 
completely embraced here. 
Most female respondents argued that traditional culture is not a reason to refuse MMC and that 
only “cowardly men are hiding behind culture” as their grounds to remain uncircumcised. 
Similarly, circumcised male youth felt that traditional culture is irrelevant in the decision to undergo 
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MC saying that “the Luo are slowly giving up the non-circumcising culture”. Besides, both the 
circumcised male youth and female youth pointed out that the Luo had in the past practiced teeth 
removal as their cultural custom which they relinquished when it became incompatible with 
contemporary lifestyle (saying for example that to become a police officer one needs to have all 
their teeth). Therefore, they maintained that in the same way that teeth extraction is in the past, the 
Luo culture was transitioning and “moving forward with this new [MMC] culture”. If culture is 
such a serious matter, one female participant argued, those who refuse to undergo MMC citing 
cultural reasons should go back to “knocking out their teeth”:  
If it [resistance to MMC] was about culture, they would go back to knocking out their teeth. 
So, culture is out (Female youth).  
The implication from the constant reference to the past cultural practice of teeth extraction is that 
culture is a non-issue because the Luo have been adapting to change by dropping old traditions 
when such traditions no longer are in the community’s interest. “Moving forward” and conforming 
to MMC is therefore conceived as part of a continuing process of detraditionalization of Luo 
culture. In this case, the function of non-circumcision as part of Luo culture in providing symbolic 
material for individual and collective identities (Heelas et al., 1996) has or is waning; a fact that 
was further reflected in the male youth’s emphasis that the decision to undergo MC is an individual 
one, therefore they felt no obligation to stick to culture or the need to consult their parents before 
proceeding with MC, contrary to the older men’s explanation that the elders had given permission 
for the youth to get circumcised. In any case, the circumcised male youth felt that MMC has 
individual benefits thus it is pointless to ask their parents for advice, because they may not 
comprehend such benefits.  
  
132 
 
 
As stated by one circumcised male youth, undergoing MMC was his “choice” and whether his 
parent supported his decision or not “made no difference” to him:  
I was around 16 years. I just decided to go on my own because I knew a discussion with 
them (parents) would make no difference since it was my choice…it is me who wanted it.  
I know my parents would have supported it, but it was my decision (Circumcised male). 
Moreover, male youth maintained that “there are only a few places where people still believe in 
what used to happen in the past” and perceived themselves as living in a society where “you only 
do what you want”, implying that the absence of cultural constraints is not only the case with the 
Luo community but also the broader society. 
These notions of individuality insinuate that while the endorsement of VMMC by the elders may 
have accelerated acceptability of the intervention in this community, the cultural context was one 
where the youth felt they could be ‘authorities unto themselves’, hence demonstrating how the 
process of detraditionalization is accompanied by increased individualization, whereby individuals 
direct and organize their priorities to make sense of their lives and deal with new risks (HIV 
prevention in this case) (Beck, 1992). However, to explain the decision of these youths to get 
circumcised as the result of rational, individualized, non-cultural factors is too simplistic, as various 
socio-political factors are also in play. 
6.2.3 Social aspects  
Peer influence 
Boys and youth were said to be driving demand for MMC because of peer influence. Female 
participants noted that boys need little convincing to undergo circumcision and confessed as 
mothers that they feel compelled to consent to their sons’ circumcision, even when they know their 
sons do not necessarily understand the health reasons for MMC, because “circumcision is 
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everywhere”. A female participant narrated how one parent had declined to permit their son’s 
circumcision only to return home to find he had undergone the procedure after convincing another 
adult to sign his consent form. As more and more boys agree to circumcision, those suspected to 
be uncircumcised are mocked and teased by their circumcised peers. Discussions with circumcised 
male youth revealed similar experiences.  
Although they at first claimed to be invulnerable to undue influence compared to the adolescent 
boys, they admitted that male youth also face pressure to agree to MMC when most of one’s peers 
have already had the procedure:  
When you are a young man and you have not been cut, your friends will laugh and make 
fun of you and that gives you the urge to go and get circumcised (Circumcised male youth). 
 
Almost every young man is now circumcised…such that if you are not [circumcised] you 
feel some sort of embarrassment…then eventually you’ll just go for it (Circumcised male 
youth). 
They mentioned that the phrase ‘okibith’, loosely translating to ‘you are not sharp’ and ‘you are 
wearing a sweater’, is normally applied to the uncircumcised as a way of teasing them. Also, when 
bathing in the rivers the uncircumcised individuals were said to be hesitant to reveal their nakedness 
whereas the circumcised “feel free”.  
You find that when bathing in the river, those who are not circumcised are a little afraid 
of getting naked. When they see those of us who are circumcised, they try to hide.  For us 
who are circumcised, we feel free (Circumcised male youth). 
This peer influence in itself is not surprising in terms of diffusion of information theory as informal 
discussion among peers is the key to diffusion (Rogers, 2003; Smith et al., 2018). Personal 
influence and interpersonal communication are more effective at enhancing acceptance of a new 
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idea, especially if the communicating individuals are similar in some ways such as being of the 
same age-group. However, the pressure to conform does not just emanate from interactions with 
their Luo peers, but also to various social encounters with their peers from the TMC communities, 
whereby uncircumcised Luo males become subject to derogatory remarks, bullying, and 
stigmatization. For example, uncircumcised Luo boys may have their pants pulled down or are 
pushed to sit with the girls by their peers from the circumcising groups. Also, uncircumcised Luo 
males are labeled ‘kihii’ (meaning boy) or ‘dirty’ and may be forced to keep their distance from 
their traditionally circumcised peers in certain situations because of cultural norms and taboos 
among the latter concerning social interactions between the circumcised and the circumcised:  
You know according to the Luhya culture you cannot sit with them if you are not 
circumcised…even up to this day…they see an uncircumcised man as dirty. You cannot 
even bathe with them if you are not circumcised…they can chase you away. In fact, with 
the Bunyore, if you bathe with them and you are not circumcised your body will start 
swelling (Male youth participant).  
Such cases of tormenting and disparaging Luo boys and youth were said to be particularly common 
in schools. Female participants spoke of incidents whereby Luo boys encounter frequent teasing in 
boarding school such that on returning home for the holidays they demand to be taken for MC. This 
implies that some parents may have privately been choosing to have their sons circumcised even 
before the introduction of VMMC, which would correspond to findings from a previous study 
(Bailey et al., 2002) where female participants were quoted saying that whether the community 
accepted it or not, circumcision among the Luo was going to happen because of the young men and 
boys desire for it. Thus, despite Westercamp and Bailey (2007) concluding that remaining with 
one’s foreskin is not considered crucial to a man’s sense of identity among non-circumcising 
communities given that MC is a signifier primarily used by others, a non-circumcising identity has 
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important negative consequences for the Luo in the context of their marginalized ethnic status in 
relation to neighbouring groups who practice traditional circumcision. 
The mothers too indicated feeling the need for their sons to undergo circumcision even before 
reporting to school in anticipation of their encountering such discriminatory tendencies:  
You know there are some schools where most boys are circumcised before they join the 
school; even as a parent you feel that your child will be discriminated in such a school.  
So, you’ll talk to your child so that they agree to have the procedure done before they 
report to that school, because if he is not [circumcised], it will always be a problem for 
him (Female adult). 
Remarkably, the same sentiments were expressed by mothers in one of the circumcising 
communities except that for them the fear was that their sons will be stigmatized if they are 
medically circumcised rather than traditionally circumcised.   
It can be seen, then, that peer influence and pressure to conform to MMC is propelled by existing 
cultural narratives which maintain symbolic boundaries between the circumcised and the 
uncircumcised, and the same narratives are being reproduced among Luo boys and youth. The term 
“kihii”, as a shall discuss later in this Chapter, is used by the Kikuyu (a circumcising ethnic group 
in Central Kenya) to refer to uncircumcised boys. The use of a Kikuyu term amongst Luo boys’ 
points to its appropriation by this age-group against an increase in the number of circumcised boys 
compared to the uncircumcised. 
This denotes ambiguity in the way biomedical knowledge has been understood and constructed. 
The social construction of MMC has entailed deploying cultural discourses of MMC which blurs 
the boundary between MMC and TMC.  
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Enhanced sexual performance 
Belief of improved sexual performance from circumcision was another social aspect frequently 
mentioned as having facilitated acceptability. Except for older males, participants in all the groups 
mentioned having heard that MC improves sexual performance and perceived this belief as an 
incentive for men to agree to MMC. Some female respondents discussed how they persuaded their 
partner to undergo MMC by conveying what they had heard from other women about improved 
sexual performance. At the same time, it was also apparent that there was already an existing belief 
that intercourse with circumcised men from the neighbouring TMC tribe is much more pleasurable 
than with non-circumcised (mostly Luo) men.  
Adult females described circumcision of Luo men as “catching up with the Luhya” in terms of 
sexual performance while praising Luhya men as “very good in that job” (referring to sexual 
intercourse). Supposedly, there are Luo widows who for the purpose of inheritance or cleansing 
rituals prefer Luhya over Luo men because of the former’s perceived sexual prowess: 
R1: There are some women among the Luo who when their husbands die, they only want 
Luhya men to inherit them. They say if you find a Luhya man who is circumcised, they know 
how to sexually satisfy a woman! (Adult female participant). 
R2: Yes! (Laughter) When a Luhya man gets hold of a woman, the woman will cry…those 
men do not joke! (Adult female participant). 
The perception that circumcised men are more sexually competent than the uncircumcised, as I 
shall later highlight in Chapters Seven and Eight, was also advanced by males and females from 
the circumcising groups. Sexual performance is one dimension that men in TMC communities 
positively compare their masculinities against the Luo. In the Kisii community for example, male 
respondents expressed the view that Kisii men and Luo men only differ based on sexual virility 
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because uncircumcised Luo men experience pain during intercourse and therefore cannot have 
intercourse for too long, thus failing to sexually satisfy their partners. In fact, they posited that Luo 
men’s inability to sexually satisfy their women partly contributes to a high HIV prevalence in that 
region, since their female partners seek sexual satisfaction by engaging in extramarital affairs. 
Thus, in this largely patriarchal social context in which sexual power is nearly everywhere seen as 
part of the male role, what does it mean for Luo men’s sense of social identities and masculinities 
for uncircumcised men’s sexual virility to be evaluated negatively by women and by other men? 
According to the male youth, uncircumcised men “finish [intercourse] too fast” yet, women enjoy 
“experimenting” and if a man cannot keep up with his female partner’s sexual needs and 
expectations he will be perceived as “useless”. Evidently, they also believed that circumcision 
prolongs the ejaculation period and argued that long lasting and multiple intercourse sessions makes 
their female partners feel that they are with a “real man”:   
…our ladies, they like experimenting, so when you are having sex and you release in seven 
minutes, they [the lady] might complain and call you useless…but if it [intercourse] takes 
some time, the woman will feel like they are with a real man (Circumcised male). 
And then being with a “real man” makes their women happy and “love” increases: 
Yes, it’s true…girlfriends are happy and the love between partners’ increases [laughter] 
(Circumcised male participant). 
 
Female participants too discussed at length their partner’s sexual performance, women’ sexual 
pleasure, the importance of sex to the quality of marital relationships, and the way that MMC has 
mediated these dynamics. One adult female proclaimed (amid laughter and nodding from the 
others) that because their partners are now circumcised and can meet their sexual needs, “75% of 
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women” “are now enjoying their marriages”. Others spoke about how “bedroom matters are no 
longer an issue” and this has brought happiness to the whole family:   
R1: For the polygamous men; they are now able to maintain their families [Laughter] 
because they have the potential… 
I: Potential to…? 
R2:  The women are enjoying!  Like she said about women in polygamous marriages; 
maybe in the past one was getting sexually satisfied while the other one was not. But now 
after the husband is circumcised, they are all satisfied! 75% of women are now satisfied!  
[Laugher] 
R3: Bedroom matters are no longer an issue [laughter]. Before MMC, couples would 
fight from morning to evening because one is not satisfied.  
R4: The women are happy…the whole family is happy even the children. You know if you 
are unhappy the children will be unhappy too.  
Luo women’s preference for circumcised men based on the perception that such men offer 
increased sexual satisfaction has been noted in other studies (Reiss, 2014, Herman-Rollof, 2011). 
Such preference is often linked to the belief that circumcised men last longer before ejaculation, 
which in turn increases women’s sexual pleasure (Reiss, 2014). Moreover, association of MC with 
increased sexual pleasure and satisfaction for women was reported as a potential predictor of 
acceptability of MC before the rollout of VMMC (Mattson, 2005). In a survey prior to the RCTs 
and VMMC rollout, Mattson (2005) found that 55% of uncircumcised Luo men believed that sex 
is more enjoyable for women when their partners are circumcised compared to 7% who believed 
sex to be more enjoyable with uncircumcised men. This finding was consistent even after 
controlling for education, employment and beliefs about MC status and disease. Most Luo women 
similarly believed that women enjoy sex more with circumcised men. Mattson (2005) described 
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the findings as surprising noting that it was unlikely that women in this community had experienced 
sexual relations with a circumcised man. In another survey immediately before the VMMC 
program was rolled out, Westercamp (2012) found that 40% of participants believed men’s sexual 
pleasure increases with MC, and another 40% believed that women’s sexual pleasure is enhanced 
after circumcision of their male partners despite little objective evidence concerning the role of the 
foreskin in sexual function and satisfaction at the time.  
Thus, the belief that MC increases sexual pleasure for women seems not to be necessarily grounded 
on objective scientific evidence but on preexisting beliefs. Indeed, Morris et al (2019) write that 
there is a long history to the idea that women prefer circumcised men premised on the predominant 
wisdom expressed over a century ago that circumcised men ‘last longer’. Morris and colleagues, 
who conducted systematic review of MC status and women’s preferences across different cultures, 
further observe that although women’s sexual preferences generally favor circumcised men, 
‘stigma against a type of penis by MC status, often based on self-reports of preferences in the setting 
of a particular culture, can influence women’s preferences’ (p.157). Similarly, Grund et al (2010) 
in a systematic review of the effects of MC on women’s sexual satisfaction have noted the 
complexity of obtaining objective evidence due in part to the potential influence of traditional and 
personal preferences regarding MC status.   
Male youths’ association of sexual virility with manhood reflects both traditional ideas and 
contemporary ideas about masculinity and male sexuality. For male youth, the interplay between 
tradition and modernity in relation to masculinity and sexual virility is mediated by a growing hip 
hop culture that draws heavily on African-American rap with its emphasis on male hypersexuality 
(Ntarangwi, 2009). Additionally, the idea of experimenting and sexual satisfaction of their female 
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partners is consistent with contemporary discourses on male and female (hetero) sexuality among 
young Kenyan male and females, whereby ‘good sex’ is a symbol of being ‘an up-to-date’ person 
(Spronk, 2012). Moreover, in contemporary society, intercourse is associated less with procreation 
and more with intimacy (Giddens, 1991), as captured in the male youth’s and women’s discussions 
about love increasing between partners and happiness that comes about when ‘bedroom matters’ 
stop being a concern.  
Marketability of Luo men as sexual partners 
The emphasis on circumcision as enhancing sexual performance has become a particularly 
important issue for Luo men as a result of increased inter-ethnic interaction and increased sexual 
competition with non-Luo males for the affections of Luo women. Male participants, including the 
uncircumcised, stated that women from circumcising ethnic groups in Kenya prefer circumcised 
men as sexual partners. Discussions with the other two ethnic groups indeed uncovered the strongly 
held belief by both male youth and female participants that women in their communities prefer 
circumcised men as sexual partners. For example, one male youth from the Luhya ethnic group 
asserted with finality that “it is impossible” for a woman from his village to marry “a man who 
has a foreskin”. Some of the females added that while it was not entirely forbidden to marry an 
uncircumcised man, a woman whose partner is uncircumcised may face ridicule from their peers 
in the community. Another female youth from the same community simply stated as a matter of 
fact that “women do not like uncircumcised men” and went on to add: 
Let me tell you…once a woman realizes a man is not circumcised, she starts avoiding him. 
She can even lie she has her period to avoid having sex with him (Female youth participant, 
Luhya). 
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In such circumstances, it was said that Luo men have often faced difficulties and rejection in their 
attempts to establish sexual and/marital relationships with women from those circumcising 
communities as they (Luo men) are perceived as boys:  
From the Kikuyu ladies…they call you “kihii” (boy). When you meet a very beautiful 
kikuyu lady…a brown one…the first thing they tell you is that they can’t go with a “kihii” 
….as if you are a child (Uncircumcised male participant). 
Additionally, circumcised males explained that while they consider MC status to be a private 
matter, Luo men must disclose their MC status in order to woo women from the circumcising ethnic 
groups:    
If you want to taste a woman from these other [circumcising] tribes, of course you must 
disclose your circumcision status (Circumcised male participant). 
It also turned out that a Luo man may well oblige to MC for no other reason except that “he loves 
a lady” from a neighbouring ethnic group and “the lady prefers a circumcised man”:  
Hmmm…well, as I said we live along the border with Kisii. The Kisii do circumcise. And 
a man from here may wish to go for a Kisii lady. The Kisii lady will refuse to marry that 
man because he is uncircumcised…not for any other reason but generally because the man 
is not circumcised.  So, this may even force a man into circumcision without knowing 
why…just that he loves that lady and the lady prefers a circumcised man (Adult male 
participant). 
Echoing similar views, female respondents stated that in contemporary society more and more Luo 
men wish to form sexual relationships with women from other tribes and they agree to MC so that 
they may please women from the circumcising ethnic groups:  
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If I may add…it seems that many Luo men are going for women from other tribes and those 
women, ask them to get circumcised first…and so I feel that Luo men getting circumcised 
increases their acceptance by women from other tribes (Female participant). 
Instances of Luo men seeking MC in order to secure a relationship with a woman from circumcising 
ethnic groups are especially common in colleges:  
Also, in college the Luhya ladies did not want the uncircumcised men…they wanted the 
circumcised ones. So, the Luo men who wanted those ladies had to be circumcised (Female 
participant).  
Thus, some of the male youth shared that circumcision has increased their confidence when 
approaching women from other ethnic groups.  
These perspectives reiterate what was discussed earlier about how the non-circumcising ethnic 
identity has important negative consequences for the Luo in a setting where they are the minority. 
Once again, interethnic interactions through education institutions have magnified the negative 
attributes and impacts associated with the non-circumcising identity alongside widening 
opportunities for cross-cultural sexual relationships.  Thus, Luo men are faced with the choice to 
conform to MC as a way of gaining access to women from circumcising ethnic groups or defy the 
dominant ideal and face rejection. Here, the concept of romantic love seems to have tipped the 
balance towards complying with the dominant ideal.  
However, it is necessary to point out that complying with MC for men in interethnic marital 
relationships is not all about the romance. Uncircumcised Luo men (and males from other minority 
non-TMC groups) are at a risk of forced MC during circumcision seasons among their Luhya 
neighbours. News of forced circumcisions or men fleeing from the Luhya-dominated towns of 
Western Kenya during circumcision seasons have appeared in media reports (Odula, 2014). One 
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newspaper article (The Journal, 2014) reported that at least 200 men fled one of the towns in 
Western Kenya and 12 were forcibly circumcised as crowds from the Bukusu sub-tribe moved from 
door-to-door searching for “guests” or “outsiders” locally known as omusinde (the uncircumcised) 
who include men working in those towns or husbands to Luhya women (Lamont, 2018). Forced 
MCs take place in clinics and publicly in the streets and markets (Lamont, 2018). One Luo male 
youth in this study was forcibly circumcised traditionally: 
What made me get circumcised is because of culture. Where I was living, it is their culture 
to circumcise all men…they often go door to door and if they find a man who is not 
circumcised, they will circumcise him. So, I had gone there to visit my grandmother and I 
fell victim…they found me and I was not able to escape. That is how I landed on 
circumcision (Circumcised male youth).   
In the discussions with Luhya respondents, they agreed that forced circumcision of Luo men is 
common and almost expected during the circumcision seasons:  
R1… during the circumcision season, if we come across them [the Luo] we catch them and 
circumcise them by force. That is a must! (Luhya male participant). 
R2: That is true; they run away during the circumcision period (Luhya male participant). 
And perhaps even more significant to note is that sometimes it is the Luhya women that expose 
their Luo husbands as uncircumcised (Lamont, 2018). Against this background, it is clear to see 
why Luo men involved in interethnic sexual relationships and/or marriages would agree to 
circumcision. Lamont (2018) makes a similar observation, writing that when being true to one’s 
wife and civic obligations (MMC for HIV prevention) overlap, it makes for a powerful incentive 
for Luo men to seek circumcision. 
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6.2.4 Politics 
The final theme that emerged from the discussions was politics. Numerous participants singled out 
‘politics’ as one of the factors implicated in the uptake of VMMC. Firstly, they explained that the 
Luo community has historically been locked out of political leadership on the grounds that Luo 
men are “boys” therefore unsuitable to occupy political leadership positions. Participants 
mentioned instances where Luo politicians have publicly been insulted as ‘boys’ while seeking 
votes outside of Western Kenya:  
You know other communities’ say that the Luo are not circumcised …yes…so if you go 
there seeking leadership, they will tell you “What are you telling us and you are not 
circumcised, we cannot vote for you (Male participant).  
Even in the present, some tribes have not stopped using MC as an insult...for example the 
Luhya and the Kikuyu. The Kikuyu use the term “kihii” to refer to an uncircumcised man 
even if the man is an adult like me. To them an uncircumcised man is a child (Male 
participant). 
The term kihii, which was also mentioned in the conversations reported in previous sections, refers 
to uncircumcised boys in Kikuyu language. The Kikuyu are a circumcising ethnic group that 
primarily occupies the Central Kenya region and are the largest tribe representing 22% of the total 
population. Regardless of their age, an uncircumcised Kikuyu man is treated as kihii and not as an 
adult and such a man can never hold a leadership position (Ahlberg & Njoroge, 2013). 
Appropriation of the term kihii by the Kikuyu to derogatively refer to the Luo and its use for 
political marginalization of the Luo is widely documented (Ahlberg & Njoroge, 2013; Ajulu, 2002; 
Atieno-Odhiambo, 2002). In their aptly titled article “Not men enough to rule us”, Ahlberg and 
Njoroge (2013) trace the emergence of what they call “the kihii discourse” to an incident in the 
1960s when the then Kenyan president Jomo Kenyatta from the Kikuyu ethnic group publicly 
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ridiculed a fellow Kikuyu politician and addressed him as a kihii and a traitor because contrary to 
the rest of the Kikuyu political elite, said politician had failed to amass wealth and land for himself, 
and joined a rival political party whose leader was from the Luo tribe. The authors conclude that 
the use of the term “kihii” in that context implied dominance of the circumcised political elite who 
had access to wealth and power over the uncircumcised. In this way, the “kihii discourse” emerged 
and MC became a symbol of ‘ethnic chauvinism.’ Atieno-Odhiambo (2002) contends that the term 
kihii as a means of othering the Luo entered Kenya’s political discourse following ideological 
differences between Jomo Kenyatta and his then Luo Vice-president Jaramogi Oginga Odinga, 
which turned into consolidation of power along ethnic lines and systematic ethno-cultural exclusion 
of the Luo by the former through the extension of the Kikuyu’s notion of civil citizenship into the 
political arena. For the Kikuyu, entry into civil society is through rites of passage as signified by 
MC (and historically clitoridectomy for women) and so when the two leaders fell out, Kenyatta 
“chose to exclude the Luo as a cultural “other” beyond the bounds of Kikuyu civil society” (Atieno-
Odhiambo, 2002, p. 242), which took the form of regular references to the Luo as kinyamu giiki or 
kihii giiki, meaning ‘little animals’ or ‘little boys’ respectively.  
Notwithstanding uncertainty over its historical roots, the kihii discourse has become tied to the 
patriarchal nature of political power in Kenya. As Atieno-Odhiambo puts it, “the politics of the 
state had become routinised around an exclusive ritual” (p.243). Since Kenya's independence in 
1963, political power has remained in the hands of the circumcising Kikuyu and Kalenjin ethnic 
groups while the Luo have featured prominently in opposition politics. The issue of MC has 
resurfaced repeatedly to confront Luo political leaders. Moreover, deployment of the kihii 
discourse, including its use as a tool for ethnic-based political violence, has escalated alongside 
efforts and demands (locally and internationally) for Kenya to fashion itself as a democratic country 
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hence the legitimacy of Kikuyu and Kalenjin’s dominance in politics and governance is 
increasingly being challenged.  
In 2007/08, violence erupted in Kenya following an election described by (Hornsby, 2013) as the 
most controversial in the country’s history. The main contestants were Mwai Kibaki, the incumbent 
president at the time (from the Kikuyu tribe), and Raila Odinga, the opposition leader (from the 
Luo tribe). The campaign period was marked by ethnic tensions with messages circulating warning 
the Kikuyu that they risked being ruled by an uncircumcised man who would make them wear 
shorts (shorts being clothing for boys) unless they came out to vote in large numbers (Ahlberg & 
Njoroge, 2013). The opposition campaigned on a platform of ousting Kikuyu dominance (Hornsby, 
2013). When the incumbent was declared the winner, the opponent contested the outcome 
triggering riots which appeared sporadic at first but soon turned into full-blown ethnic violence. In 
the regions where the opposition party had strong support, the Kikuyu living in those areas were 
chased away and their homes or businesses destroyed. The Kikuyu exacted revenge by forcibly 
circumcising Luo men (Commission of inquiry into the post-election violence, 2009). In an account 
by a woman whose husband was forcibly circumcised, 20 men broke down the door, dragged the 
husband from his hiding place in the bedroom and cut off his foreskin with a machete all the while 
saying that the Luo could not take part in the political process until they agreed to be circumcised. 
It is believed that most of the victims of forced MC did not report to the police (Auchter, 2017). 
Some scholars (Auchter, 2017; Kamau-Rutenberg, 2009; Lamont, 2018) have argued that acts of 
forced circumcision in Kenya, whether in the context of large-scale political violence or the more 
common localized incidents reported earlier, are almost always viewed with ambivalence. Drawing 
on Wanjiru Kamau-Rutenberg (2009), Auchter (2017) writes that it is “the feminization of Luo 
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men that has allowed them to become victims and rendered the actions of perpetrators defensible 
in the rhetoric of making manhood” (p.1347).  
It is against this background that some participants felt that the desire for Luo leaders to “no longer 
be regarded as children but men like those others” had motivated the community to embrace MMC:  
The Luo have often been insulted that they will never be leaders because they are not 
circumcised, and this has motivated them to embrace circumcision so that they will no 
longer be regarded as children but men like those others (Adult male participant).  
While noting that the VMMC program was introduced during an election year, others were also of 
the view that the involvement of Luo politicians in VMMC campaigns, which helped overcome 
initial community resistance to the program, was driven by their need to attain political legitimacy: 
When they first brought this MC, it was not easy for people to accept it. What I think helped 
people accept it is that it was during the campaign period, so politicians were urging men 
to go for MC because getting leadership was not easy, since every time the Luos would be 
told that they cannot get leadership positions because they are not circumcised. So, we as 
the Luo realized that circumcision will have benefits to us, and it would be good if we went 
for MC. So yes, I think the issue of politics contributed to a large extent (Adult female 
participant). 
Specifically, some participants spoke about Raila Odinga and how his standing in the Luo 
community was influential in normalizing MMC: 
So, some men thought if Raila could get circumcised, why not us (Male participant). 
Truly they [the community at large] used to politicize it [VMMC] until it reached a time 
that Raila came out in the open to tell people to go for it (Male Participant).  
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However, the very fact that Luo politicians, and Raila Odinga in particular, came out to support 
VMMC had also stirred suspicion that the introduction of VMMC in this region is tied to politics, 
which then became grounds for others to resist MMC:  
So, others will say that going for circumcision has a political element in it…because there 
are some people who insulted Raila and said an uncircumcised man cannot be a leader in 
Kenya. So, there are others who think that’s why Raila got involved in this and said Luo 
men should get circumcised and that has been a big problem with some [parents] refusing 
to have their sons circumcised (Male adult participant). 
As noted earlier, Raila Odinga is a prominent Luo political figure and four-time presidential 
candidate. The 2007/08 post-election violence and the ensuing three month’s political stand-off 
culminated in a power-sharing deal between Odinga and the incumbent, with Odinga taking the 
position of prime-minister. Hence, when VMMC was rolled-out in this region, Odinga was serving 
as Kenya’s first prime-minister and he, together with other elected Luo leaders and cabinet 
ministers, was engaged by the Ministry of Health in community entry meetings in the initial 
VMMC campaigns in order to drum-up support for the program (Mwandi et al., 2011). It emerged 
during these meetings that some of the Luo leaders including Odinga were already circumcised 
(Kamau-Rutenberg, 2009).   
Mwandi et al. (2011) identify the participation of Odinga and the cabinet officers as having been 
fundamental in the expansion of VMMC in Kenya but only in their capacity as government 
officials. The views reported above indicate that he also played a major role in shaping perceptions 
towards MMC in his individual capacity as an opinion leader. Burt (1999) suggests that opinion 
leaders are like opinion brokers who transfer information across social boundaries between groups 
and that they “sit on the edge of things” rather than on top of things. Among the Luo with influence, 
Odinga was more than a political authority. As prime minister and someone who had been 
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circumcised, he bridged ethnic boundaries, and hence facilitated the permeation of circumcision as 
a cultural practice across tribal lines. It is then not solely that the Kenyan VMMC program received 
backing from the government that contributed to its rapid expansion, but also that such support 
inadvertently resonated and was aligned with the existing political and ethnic dynamics.   
These accounts bring out the context in which MMC was introduced whereby for the Luo, a non-
circumcising culture is not only a risk factor for HIV infection but also has extensive negative 
impacts on the social and political lives of individuals. As Aggleton (2007) notes, MMC is not ‘just 
a snip’ but a powerful social indicator of hierarchy and difference.  
6.3 Conclusion  
As was reported in Chapter Three, Western Kenya bears the greatest burden of HIV/AIDS. 
Accordingly, populations in this region receive exposure to large-scale HIV prevention on an 
ongoing basis which call upon them as at-risk populations to engage voluntarily in “self-care” and 
“care for the social” by taking up HIV risk-reduction measures in order to optimize their health; a 
practice that has been termed “responsibilisation” (Colvin et al., 2010). Acceptability of MMC is 
one way by which the Luo, as individuals and as a community have sought to demonstrate 
“responsible citizenship” and was reflected in youth, adult males, and female participants’ views 
about their understanding of the health benefits of MMC and thereafter seeking MMC; “allowing” 
MC and/or convincing their partners to agree to the procedure respectively. In this way, the 
intended impact of VMMC has been achieved.  But the success of the Kenyan VMMC program 
cannot be primarily attributed to factors such as government leadership, innovative approaches to 
service provision, demand creation, and rational acceptance by the Luo alone.  
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Despite their declarations of individuality and claims of freedom from cultural constraints, the 
reality seems to be that the cultural capital associated with MC and derived from the TMC culture 
has had an influence on the youth’s decision to undergo MMC. These socio-cultural aspects include 
peer pressure, enhanced sexual performance and increased marketability of Luo men as sexual 
partners. The findings show that from a social identity perspective, MC provides positive 
distinctiveness to the circumcising tribes while discriminating against non-circumcising tribes. 
Negative stereotypes attached to the non-circumcision culture have worked to construct the Luo as 
the cultural “other”, consequently excluding uncircumcised individuals from cultural normative 
ideals chiefly linked with masculinities. The othering of the Luo based on MC practices is most 
entrenched and most visible in political power contestations in light of the deeply patriarchal nature 
of Kenyan politics and ongoing transformations in Kenya’s political systems and governance 
structures. It is a setting where the Luo are in a minority and have been largely marginalized in 
politics.  
Interethnic interactions through schools and colleges have made accessible new social identities 
thereby making prominent the social value of MC as constructed by circumcising communities 
while increasing the salience of the unfavorable attributes of non-circumcision and their 
consequences (e.g. denigration of Luo boys, rejection of Luo men as sexual partners, and forced 
circumcision), particularly for male Luo youth. Contemporary notions around romance and male 
and female sexualities have also brought into focus demarcations between the circumcised and the 
uncircumcised and intensified the perceived value of MC. Meanwhile detraditionalization of Luo 
culture is accelerating. Thus, social change and modernisation have mediated the environment for 
acceptability of MMC for HIV prevention on the one hand, and on the other have created 
unintended consequences by contributing to social change through the possibility of reconstruction 
  
151 
 
 
of identities. Subsequently, symbolic borders between circumcising and non-circumcising groups 
are being redrawn, partially through MMC for HIV prevention, although it is a fine line between 
acceptance of MMC being a driver of this change and acceptance of MMC being an outcome of 
this change. It is probably accurate to say that the VMMC program has reinforced the 
detraditionalization process by way of medicalization, rationalization, and individualization, but 
also has benefitted from the socio-political context that has spurred on these changes in a mutually 
effectual manner. 
Taking all these perspectives into account, it could be argued that what underlies the interpretation 
of MMC as enhancing sexual performance particularly by male youth are the overlapping desires 
to achieve positive identities in the context of traditional masculinities and prevailing contemporary 
ideas around male and female sexuality. The way circumcision has a traditional positive value 
among their Luhya neighbours in terms of sexual performance at a time when inter-ethnic relations 
between the Luo and the Luhya have become more intertwined has provided a pretext for the Luo 
to look positively upon – if not for many to enthusiastically embrace – MC. From a social identity 
angle, connotations of MC and sexual performance as held by the dominant TMC groups are seen 
as legitimate by male youth because they align well with sexual norms in the traditional and modern 
sense.  
When members of a non-dominant group perceive intergroup differences between them and the 
dominant group along a valuable dimension as legitimate, they tend to identify with the out-group 
(dominant group) and to exhibit individual-level strategies (individual mobility) to achieve positive 
social identities (Ellemers et al., 1988). This points to the way that, in the case of innovations of 
MC beliefs and practices in Western Kenya, social identity theory needs to be applied alongside 
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diffusion of information theory and within the broader social ecological approach in order to 
understand the changes that are taking place. 
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CHAPTER SEVEN: CASE STUDY TWO 
THE KISII 
7.1 Introduction  
In Chapter Six, I explored factors associated with acceptability of MMC by a non-TMC 
community. I argued that although MMC was introduced in the context of HIV prevention, the 
uptake and acceptability of the intervention is also tied in various ways to the negotiation of 
identities in the context of detraditionalization and regional socio-political factors. These factors 
both shape and are shaped by, the VMMC initiative to address HIV, and impact on the meanings 
and behaviours associated with MMC resulting in the co-existence of medicalised knowledge of 
MC alongside non-medicalised understandings of MC with respect to masculinity, sexual 
fulfilment, and ethnic status. In the case of the Luo, MMC is part of a general shift away from 
traditional identity to a modern identity, which is being accelerated by negative associations made 
with traditional beliefs and practices as a result of the Luo’s political marginalisation within the 
national context. 
In this chapter, I shift focus to the Kisii, a community that traditionally practices MC. The findings 
reported here indicate that MMC is the norm in contemporary Kisii society and most, if not all, 
traditional initiation rites have fallen into disuse. Further, it emerged that the decline in traditional 
initiation rites and eventual adoption of MMC occurred prior to the recent introduction of the 
VMMC program from the combined effects of colonial occupation and modernisation factors such 
as education, socioeconomic considerations, and public health concerns. Consequently, the nature 
and context of MC among the Kisii today differs in several ways from what was practiced in the 
past. In fact, most of the participants spoke of Kisii traditional MC rites as “what used to happen in 
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those days” because only a few of the older males had witnessed or participated in traditional MC 
initiation rites. 
I will discuss how among the elder Kisii there is ambivalence towards MMC in the context of 
detraditionalization. Although the shift from traditional to medical MC was regarded as warranted, 
practical and good for their community by most respondents, older participants associated MMC 
in clinics with a prevailing state of social disorder, the solution to which in their view lies in 
resurrecting some of the traditional initiation rites. Their perspectives on the significance of MC in 
contemporary Kisii society are shown to be tied to themes of masculinities in crisis, generational 
conflict, nostalgia, and cultural revival. I argue that in this context of change and uncertainty and 
specifically where the traditional value of MC appears to have waned, the current discourse on 
MMC for HIV prevention has also inspired creative nostalgia. This reinforces a central point of 
this thesis, which is that in settings such as Western Kenya with diverse and multifaceted traditional 
practices, ideas and beliefs, some of which are implicated in HIV/AIDS transmissions, social and 
cultural change needs to be assessed within those specific local contexts.    
The Kisii people  
The Kisii (also known as Gusii and Abagusii) belong to the Bantu-speaking language group and 
occupy the areas in Western Kenya broadly referred to as the Kisii highlands where the group 
claims to have settled in after a long migratory process from a mythical place called “misri”. The 
Kisii are a patrilineal and patriarchal society with “Mogusiii” being regarded as the founder of the 
tribe. The Kisii can trace their lineage to one of six clans: Abagetutu, Abanyaribari, Abagirango, 
Ababasi, Abamachoge and Abanchari (Akama & Maxon, 2006). In traditional Kisii society the 
homestead was the smallest unit of social organisation and consisted of the man as the family 
patriarch, his wives, married sons, and his unmarried children (Masese, 2011). Several families 
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tracing their lineage to one founder formed “the amiaga” and within each amiaga were several 
“risaga”. The risaga was the primary socioeconomic unit composed of households using the same 
segment of land and generally described as those who “recognized the mutual obligation to 
exchange work for beer" (Orvis, 1985, p. 5). Unmarried men of the risaga lived together in a joint 
“cattle village” known as ebisarate. The ebisarate was the defence unit of a risaga and was tasked 
with protecting cattle, engaging in cattle raids, and even retrieving runaway daughters (Orvis, 
1985). It is in the ebisarate also that young men received education on the Gusii laws and customs 
from the elders. Initiation ceremonies were also an affair of the risaga. Mayer (1953) described the 
Kisii initiation season as a “time of rest, plenty and enjoyment” and that the initiation cycle as 
“woven into the life of the neighbourhood in such a way that nobody remains altogether 
unconcerned” (p.9). Everyone in the neighbourhood had a role to play; uncircumcised boys and 
girls were sent on errands, unmarried but initiated young males and females planned some of the 
rituals and organised communal parties, the elderly in the community were tasked with blessing 
the initiates while parents of the initiates joined in the entertainment activities (Mayer, 1953). 
In the next section, I give an overview of Kisii MC and initiation in traditional settings by drawing 
on ethnographic accounts and other literature (Masese, 2011; Mayer, 1953; Monyenye, 2002) as 
well as narratives from Kisii participants in Keboye sub-location. Keboye sub-location is an area 
in Kisii South and lies along the border with the Luo of Homa-bay County.   
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7.2 Kisii male circumcision in traditional settings 
Preparation 
In traditional Kisii society, boys were expected to volunteer themselves for initiation. Mayer (1953) 
observed that there was a natural shift in the boys’ behaviour which preceded initiation. Prospective 
initiates seemed to dissociate from young children, perhaps precipitated by a longing to join their 
older peers initiated earlier. One of the participants in this study explained that boys were required 
to express their desire for initiation as a way of demonstrating independence and self-reliance and 
as a sign of maturity therefore readiness for full manhood status: 
In the past the boys learnt to be self-sufficient at an early age. In fact, if the elders did not 
see such signs in a boy, he would not go for circumcision. For example, he would have 
some goats of his own to look after…when the time came to go for circumcision the father 
would only need to ask, “How many more [goats] do you need so that you go for 
circumcision?” Yes…that is how it was (Male participant). 
In addition, the initiates built their own seclusion huts and identified sponsors in preparation for 
initiation. A sponsor (known as “omusegi”), usually an older but unmarried youth, lived with the 
initiate acting as his link with the ‘outside’ world’ and guided him through the rituals. The night 
before circumcision, the boys left their homes to sleep in the bush. 
Circumcision procedure  
According to Mayer’s (1953) account, the circumciser performed the procedure at his homestead 
at sunrise and in the presence of the elders and already initiated male youth. Participants in this 
study expounded that the initiates were first dipped in a cold river to numb the pain of the procedure.  
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Mayer (1953) described the traditional procedure as follows: 
The boy stands with his back to the tree, his arms grasping the trunk, his legs bent at the 
knee and held apart; he tries to gaze straight ahead, having been told that the operation will 
not hurt so much if he does not see it. The foreskin is removed in about half a minute. The 
sign that the operation is over, and that another boy is to step forward, is a high-pitched 
little cry uttered by the circumciser. One of the older lads gives the returning boy a bunch 
of ekerundu grass (a common symbol of fertility) to hold in his right hand while with the 
fingers of the left hand he holds the penis horizontally, waiting for the blood to clot (p.15). 
A similar description was given by one of the male participants:   
I wanted to say that there is a difference between the current MC practices and what used 
to be done in the past. In the past, you see the circumciser had a very sharp knife. The boy 
would stand straight with his back against a tree and his hands holding that tree. He did 
not look down until the circumciser notified him that it was done. Also, when performing 
the procedure, the circumciser held the foreskin between his two fingers, and he was not 
allowed to wash off the blood. It was believed that if he washed it off, he would get sick. 
There is some special grass that was provided and a jar of water to water the grass; it is 
only using that water that the circumciser would wash his hands. 
Standing alone without showing emotion indicated self-reliance, toughness, and independence. 
Additionally, the use of one knife to circumcise all the boys signified the creation of a permanent 
bond amongst the initiates, and unity between the boys and the community (Masese, 2011). For the 
Kisii, cutting off the foreskin also symbolized death and the new circumcised organ signified 
rebirth. Life and death rituals were re-enacted and dramatized during the third day of seclusion 
known as the night of the mysteries (Monyenye, 2002).   
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After the circumciser was done circumcising all the boys, the new initiates were escorted by the 
elders to a resting place while singing at the top of their voices songs whose lyrics stressed 
manliness, toughness, and change of status. Later, the initiates moved to the special seclusion hut 
“esiaga” to begin the initiation process with guidance from the omusegi and in the company of a 
few peers. 
Seclusion  
Initiation and socialization of Kisii males into manhood took place during the seclusion period. 
Monyenye (2002) observes that seclusion of initiates was very important for the Kisii. Although 
the initiates lived a life of leisure and privilege, it was a period of intensive physical and mental 
transformation as the initiate was made to live a completely different life from the childish way 
they had lived before. To achieve this transformation, initiates were taught to forget everything 
about their childhood by subjecting them to various rites and requiring them to observe certain 
codes of behaviour that emphasised maturity, discipline, self-reliance, independence, and the 
different roles for men. For example, the initiates learnt to be self-reliant and fend for themselves 
by going out to collect firewood, hunt and shoot birds for their food, and fetch water for their 
esuguta grass. Discipline was inculcated through beatings and punishments by the elders. 
According to one male participant in this study, Kisii initiates were “completely tortured”, because 
the night before their circumcision the prospective initiates, accompanied by initiated youths, were 
escorted into a forest to spend the night enduring thrashing and punishment from the elders:  
In the past…traditionally…the night before circumcision they took the boys to sleep in the 
bush and during the night the elders would not sleep… they would beat up the boys, make 
them lie on the cold grass…so that when morning came the penis would be too numb to 
feel the pain of circumcision. The boys were completely tortured (Male participant). 
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The men also learnt life skills such as identifying medicinal plants:  
The other thing they were taught was life skills such as how to identify different trees and 
herbs which had healing properties.  For example, some herbs were used to fasten the 
healing of the wound (Male participant). 
In addition to building their character, circumcision prepared initiates for procreation and this was 
emphasized through symbolic fertility initiation rites. The symbols for fertility were the esuguta 
grass and sacred fire in the seclusion shelters which were to be tended carefully. The grass 
symbolized the health of the initiate. The fire, which was lit by kindling, was not to go out during 
the entire seclusion period while the grass had to be watered regularly, as explained by this male 
participant:  
After the procedure, the boys went into a house specially constructed for them and where 
a fire would already be lit; and this fire was lit the traditional way - not using matches. 
Two or three boys were to keep the initiate company inside the house and to keep the fire 
burning until the end of the seclusion period. If the fire went out, it was believed that 
something bad would happen to the boy (Male participant).  
According to Monyenye (2002), the dying out of the fire was interpreted as the death of the initiate’s 
sexual life; an initiate whose fire died out would not father a child. Monyenye also explains that 
the act of lighting the fire through kindling simulated a coital act between a male and a female; the 
horizontal stick was the female “ekerende egekundu” while the vertical “ekerende egetwoni” one 
was the male. The heat emanating from rubbing the sticks together denoted the birth of a new child. 
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Another component of initiation was sexual socialization. According to the participants in this 
study, the initiates were taught sexual responsibility and restraint: 
They even taught them not to engage in irresponsible sexual activity. They were forbidden 
from having sexual relations with an uncircumcised girl and the circumcised girls were 
also forbidden from having sex with an uncircumcised man (Male participant).  
Although the participants in this study did not get into details of the nature of sexual socialization 
of initiates, Mayer (1953) reports that Kisii initiates were introduced to a new level of sexual 
maturity through a performance known as osogonia (arousing desire). During osogonia, young 
initiated girls went into the seclusion huts and stripped naked to sexually provoke and taunt the 
male initiates. The girls were to arouse sexual desire, but real intercourse was prohibited. This way, 
the initiates learnt sexual restraint. However, circumcised boys were expected to engage in 
premarital sex after MC and remaining a virgin was stigmatizing (Masese, 2011).  
Throughout the seclusion period, the initiates and their parents were kept completely apart, as 
explained by one of the male participants in the study:  
During the entire period of seclusion, the boy was not to look at his mother…and his father. 
He was not to go to his mother’s house under any circumstances. The initiates had to stay 
in the separate shelter with his three friends. The friends were the ones to go and get food 
for the boy. If they left the house at all, it was to go to the bush to cut down wood.  If either 
the son or the mother happened to be outside at the same time, they would hide from each 
other. That period was a time of great privacy. The parents and the son met once the 
seclusion period ended (Male participant). 
Separation of initiates from the parents was to allow the boys to completely forget their childhood. 
Moreover, behaviour and group interactions between Kisii men and women, elders, and juniors 
were regulated through a hierarchical system (with men ranking higher than women) consisting of 
  
161 
 
 
rules of avoidance known as chinsoni and circumcision rites served as an avenue to indoctrinate 
those rules: 
They were taught that after circumcision they were no longer to do the following; get into 
their mother’s bed/bedroom; eat in the kitchen with the mother; bathe in the presence of 
their mothers; or look at their mother’s nakedness. They were taught the need for 
boundaries between them and their mothers. They were also instructed to be respectful 
towards their elders (Male participant). 
Integration  
The seclusion period ended with the presentation of the initiate to his parents to receive a blessing 
to mark his new status. The initiates asked for their parents’ blessings while standing at the entrance 
of the main house which faced the direction of the cattle pen to symbolically denote ownership of 
a large herd of cattle. The parents gave their blessings by saying “have the blessings of many 
children and cattle” (Masese, 2011).  In addition, a new initiate was still not allowed to enter his 
mother’s hut until he hunted a deer or other such animal and brought the meat to his mother. 
According to one participant in the study, it was after they brought bush meet to their mother that 
a new initiate formally achieved manhood status:  
After one month, the boy would come out of seclusion and more celebrations would be 
held. Afterward the initiate, again accompanied by the two of three friends, would spend 
approximately two weeks in the bush hunting deer which he brought back to his mother’s 
house. Without the deer, he would not be allowed to get into his mother’s house.  At the 
end of all that, he was free and was recognized as an adult man capable of getting married 
when the time came. That is how we did it traditionally (Male participant).  
Circumcised boys were expected not to relapse back into childhood behaviour and new initiates 
were often encouraged to strike uninitiated boys with the blunt site of their arrow to create social 
distance (Masese, 2011).  
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Thus, achievement of manhood status allowed a Kisii man to marry: 
Circumcision qualified boys to be called men. Boys were taught to stop childish behaviours 
and to conduct themselves as adults. They would be taught that after circumcision they 
were to stay a few more years before starting a family and how to live with their wives 
(Male adult).  
A married man became head of a family and could engage in activities of the clan. 
7.3 Male circumcision in contemporary Kisii society 
The nature of MC in this area is substantially different from the traditional practices described in 
the previous section. For starters, MC is fully medicalized; boys are medically circumcised at a 
clinic. One participant explained that: “You will not find anyone going to the bush [for MC] around 
here…here we only have medical circumcision”. Moreover, none of the rites described above are 
observed:    
And we no longer have any seclusions or conditions such as hiding from the mother. The 
boy will come from hospital and will immediately start interacting with the mother. All that 
came to an end (Male adult). 
Male circumcision is also an individual, private affair involving only the immediate family to the 
extent that one participant observed that newly circumcised boys from two adjacent households 
may not even find out about each other’s’ new circumcision status until after recovery. Even within 
the household, the procedure does not involve much fanfare. One participant equated circumcision 
of Kisii boys today to “a quick visit to the clinic to be treated for a minor illness.”  
The exact point at which these rites and their communal nature ceased being observed is unclear. 
What is certain however is that the community shifted to MMC and stopped practicing initiation 
rites before the VMMC program was introduced in this region, as implied by one male participant 
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who remarked that: “[O]ur culture faded a long time ago, unlike other tribes such as the Luhya 
who are still attached to their culture”. 
In his ethnographic account, Mayer (1953) noted that aspects of the Kisii’s traditional initiation 
practices had already changed significantly by 1949. For example, boys were undergoing MC but 
without initiation rites, and at a younger age compared to previous generations. Mayer reasoned 
that the age at MC might have dropped because the boys were eager to leave home to work in 
European owned farms and naturally wanted to be initiated beforehand. In addition, Orvis (1985) 
records the early influence of Christianity on attitudes towards Kisii initiation rites. For example, 
early Kisii Christians had their sons circumcised at home by other Christians instead of joining the 
local boys in communal circumcision ceremonies. This dissociation from local circumcision 
ceremonies was linked to the adoption of western education introduced by the missionaries; a move 
that was perceived to conflict with the indigenous education system carried out by the elders (Orvis, 
1985). Moreover, the adoption of western education accelerated with the abolition of the ebisarate 
by the colonial administrators, meaning that the influence of Christianity on the disintegration of 
communal celebrations increased. Participants in this study further observed that Christianity 
“pushed people to change” from TMC to MMC because it brought about new moral standards 
whereby indulgence in alcohol was portrayed as a sin, which presented a challenge to initiation 
rites, where traditional alcoholic brews were at the centre of gatherings and festivities. In the past, 
circumcision celebrations extended for several days and men and women indulged freely in 
traditional brew and food. The circumcision season was therefore seen as an “an opportunity to 
drink”. However, as Christianity penetrated the area new converts were “educated” to abstain from 
alcohol and they in turn stopped supplying alcoholic drinks to their guests during circumcision 
festivities and this undermined the importance of extended communal ceremonies.  
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Therefore, Christianity impacted in different ways and progressively on the disintegration of the 
communal aspect of initiation rites. Similarly, effects of widespread education on fragmentation of 
initiation rites accumulated over time, mediated by other factors. For example, communal 
celebrations came to be perceived as unnecessarily expensive against the need to pay school fees: 
No one has the money to spend on celebrations, alcohol etc…it is too expensive. You might 
end up spending all your money on circumcision (Male participant). 
In the past they had big celebrations; they slaughtered goats and cows and brewed alcohol. 
But with medical MC, parents did not need to incur so many expenses. They used the money 
they would have spent on celebrations to pay fee for their child (Female participant). 
With education as a priority, MMC became increasingly preferable because of the shorter healing 
period. Medically circumcised boys could return to school soon after the procedure compared to 
the ritually circumcised:  
...it is inconceivable that you [traditionally] circumcise your son then have him stay in the 
house for an entire month while the rest of the students are in school or attending holiday 
(Female participant). 
Later, I shall return to the pervasive impacts of widespread western education on Kisii society. 
Participants in this study explained that the factor that perhaps finally hastened the adoption of 
MMC and the end of ritual MC in this community was the fear of disease infection and transmission 
from the use of one blade. As noted earlier, the use of one blade to circumcise all the boys was 
symbolic for the Kisii. One participant explained that at some point the use of one blade during 
TMC was linked to infections, swelling of the penis and even death of the initiates from such 
infections. Although the participant could not clearly specify HIV/AIDS infections, it is reasonable 
to assume that he was talking about association of ritual MC with HIV/AIDS infection, as well as 
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the post-circumcision complications arising from MC in traditional settings. After the use of one 
blade was implicated in disease transmissions and infection, acceptability of MMC accelerated:  
In the past the circumciser was only one in the entire sub-location and he used one blade 
regardless of how many boys there were. The blade was properly sharpened the day before 
circumcision. Now it got to a point that boys were getting infections as a result of that 
practice of using one knife…some would swell to the extent that a doctor had to be brought 
to the house to help the child. Some boys even died. And because of that people started 
giving in to medical circumcision (Male participant).  
Meanwhile, the traditional circumcisers increasingly became irrelevant, and ritual circumcision 
declined to the point that it is no longer practiced in contemporary Kisii society, as summed up by 
this male participant: 
Once the traditional circumcisers downed their knives, traditional initiation practices 
came to an end.  
From these perspectives, it is evident that the disintegration of initiation rites and adoption of MMC 
by the Kisii was not a one-off event but a process that started with colonialism and thereafter 
mediated by the proliferation, and adoption of, modern institutions, thoughts, and ideas including 
biomedical knowledge. Notably, by the time traditional MC was implicated in the transmission of 
HIV/AIDS, conditions (e.g. individualization of the practice) were already conducive for the 
reported rapid transition from traditional MC to medical MC. That is, biomedical knowledge about 
transmission of infections through initiation rites only fast-tracked the breakdown of traditional 
initiation rites and acceptability of MMC that was already taking place.  
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7.3.1 MC and interethnic relations in contemporary settings 
Participants also discussed how the importance of MC has changed in relation to masculine and 
ethnic distinction. For example, male participants believed that the traditional grounds for claiming 
“real manhood” over men from the non-TMC groups is immaterial in present-day Kisii society.  
Nowadays with us the Kisii, we do not discriminate against uncircumcised men [from other 
ethnic groups]. To us, a man is still a man whether circumcised or not (Male participant). 
 
Subsequently, they believed that denigration of adult Luo men has reduced because “times have 
changed” and the circumcision status of Luo men is not perceived as a major concern to the Kisii:  
R1...you know in the past the Kisii and the Luo could not see eye to eye on the matter of 
circumcision. They [the Luo] used to refer to the Kisii as the “river people”. But times 
have changed; we interact, and circumcision is no longer an issue (Female participant). 
Moreover, female participants explained that the boundaries between the two communities have 
grown more permeable geographically and culturally as evidenced by intermarriage between Kisii 
women and Luo men (which was strongly disapproved of in the past) and inheritance of Luo 
widows by Kisii men: 
R2: We [the Luo and the Kisii) intermarry…. 
R3: And in the past a Kisii girl would never have been married there (among the Luo) …if 
that happened, they would even have brought her back here by force!  
R4: And Kisii men inherit Luo widows 
A male participant acknowledged that Kisii men inherit Luo widows: 
 You see with the Luo…when their husbands die; we the Kisii go there to inherit the wives. 
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The view that MC status does not impact on intermarriage between Luo men and Kisii women 
seemingly contradicts the Luo’s side of the story as reported in the previous chapter where 
participants shared that Luo men experience rejection from Kisii women on the grounds that they 
are not circumcised. However, it is possible that MC status has ceased to be an issue from the 
Kisii’s standpoint precisely because Luo males agree to MC when getting into marital and sexual 
relationships with Kisii women.   
Despite their assertion that circumcision status is not relevant for discerning Kisii and Luo 
masculinities, male participants maintained that circumcised and uncircumcised men vary with 
respect to sexual virility. They explained that the “blades” of circumcised men “are sharpened” so 
“they go straight to work” while the uncircumcised must “pull back their foreskin” during 
intercourse and as such have no speed. Moreover, the dirt under the foreskin, in their view, “puts 
off women”.  
Consequently, male participants argued that circumcised Kisii men have an advantage over 
uncircumcised Luo men based on sexual performance, with more women expressing sexual 
satisfaction with a Kisii sexual partner:  
R1: There is only one problem…yes there is no difference between Kisii and Luo men…but 
there is one thing: sexual performance. If you compare those two groups, sexual 
performance will not be the same. That is the only difference (Male participant). 
R2: You know with a Luo man he must pull back the foreskin during sexual intercourse. 
But a man Kisii man…his blade is sharpened so he goes straight to work (Male 
participant).  
R3: And the Luo has no speed because that motion is painful.  
  
168 
 
 
R4: And the dirt that is left under the foreskin…women do not like it…with a circumcised 
man, the woman is definitely sexually satisfied! 
They went on to say that Luo women prefer Kisii men as sexual partners for their sexual 
performance:   
Luo women love Kisii men because they know how to do a good job [sexual intercourse] 
(Male participant). 
They explained how humiliating it is for a man’s sexual performance to be questioned by a woman, 
while boasting that Kisii men go to the Luo side and “do a very good job” (of sexually satisfying 
Luo women) and Luo men having discovered that Kisii men’s “secret” is circumcision are going 
for MC:   
If you are with a woman and she tells you that you are not doing a good job, will you not 
despise yourself? You will even want to know that other man’s secret. So, they (Luo men) 
have realized that circumcision is the secret… (Male participant). 
You know when the Kisii men go to the Luo side they do a very good job…so the Luo men 
want to do an equally good job; that is why they are going for circumcision (Male 
participant).  
These views on MC and sexual virility underscore what was reported in the previous chapter about 
how men from circumcising communities construct a positive self-identity and assert their 
masculinity as superior to that of non-circumcising men in this region based on their belief that MC 
enhances sexual performance.  
The above views also point to changes in cultural sexual norms. As reported earlier, circumcised 
Kisii men were traditionally only allowed to have intercourse with circumcised women. Female 
circumcision was made illegal in Kenya in 2010 (KLR, 2011). However, it persists unofficially, 
and men still face pressure to marry circumcised girls (Obwoge et al., 2018). Yet, it also appears 
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that sexual relationships with Luo women are common even though the Luo do not practice female 
circumcision. Moreover, the way women’s sexual satisfaction was discussed and the idea that 
women evaluate men’s sexual performance as raised in the above discussions is also interesting to 
note, as it illustrates that intercourse is becoming less male-centric to include women’s pleasure 
and is being delinked from reproduction. Male sexual prowess among the Kisii was traditionally 
emphasized as part of initiation into manhood but in the context of reproduction. According to 
Masese (2011), the purpose of the sexual socialization ritual osogonia discussed earlier was both 
to arouse desire in order to teach sexual restraint as well as to test the initiates’ potential to achieve 
an erection for procreation. It is through having many children (and wives) that Kisii men 
traditionally gained social status in the community and women secured their position in the family 
(Masese, 2011). The definition of impotence for the Kisii extended to those that had few children 
or girls only. Therefore, reproduction was central to marital sexual behaviour and not a “mere by 
product of routine sexual behaviour” (Masese, 2011). Also, by virtue of their lower position relative 
to their husbands, women were not expected to openly discuss sexual matters and neither did they 
initiate or actively participate in intercourse.   
Aside from demonstrating permeability of socio-cultural boundaries between the two communities 
and illustrating changing sexual norms, the inheritance or cleansing of Luo widows by Kisii men 
is also important to note. Studies (Agot et al., 2010; Ambasa-Shisanya, 2007) find that the Luo 
custom of widow inheritance is becoming equated with backwardness. Educated relatives or those 
who have attained a certain social class are unwilling to observe such cultural requirements. 
However, the unwillingness of relatives to participate in widow inheritance has not diminished the 
value of the custom and instead widows seek out non-relative males to inherit or cleanse them and 
this has resulted in the commercialization of the tradition and a concurrent rise in professional 
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inheritors. In view of those changes, participation of Kisii men in widow inheritance may not fully 
be an outcome of changing sexual norms but may also be economically motivated and the reverse 
(that widow inheritance as an economic opportunity has inspired changes in sexual norms) could 
also be true. A male participant observed:  
 …the Luo have this tradition…once a husband dies, they must find a man to inherit them 
and they will do everything possible; including enticing him with money; to get a man to 
inherit her.  
Also, it surfaced that the incorporation of Kisii men into the practice of widow inheritance has 
implications for concurrent sexual networks and HIV/AIDS transmissions: 
What happens is a Kisii man will meet a widowed Luo woman…Even if she is HIV positive, 
she will most probably still appear beautiful and healthy so the man will go ahead to have 
sexual relations with her without thinking about the risk of contracting HIV. Meanwhile 
back home, on realizing that her husband is having sexual relations with a Luo woman 
across the border, his wife will also get a lover by the side. Now if the Kisii man contracts 
HIV he will in turn infect his wife who will infect her lover…that is how the network grows 
(Male participant). 
What this suggests is that inter-mixing and changes in cultural ideas, practices, and beliefs among 
both the Kisii and the Luo brought about by modernisation and their overlap with the economic 
context may have unanticipated and unintended consequences.  
Thus far, I have discussed Kisii traditional initiation rites, the extent to which they have changed, 
and the factors connected to those changes. Participants described the disintegration of initiation 
rites and changeover from ritual MC to medical MC as safer and practical for economic reasons:   
In my view…I prefer what is currently happening; medical circumcision. In the past they 
would use one blade for all the boys but with medical each boy has their own blade. Also, 
in the past they had big celebrations; they slaughtered goats and cows and brewed alcohol. 
But with medical MC, parents do not need to incur so many expenses. They can then use 
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the money they would have used on celebrations to pay fee for their child. That is why I 
prefer the current practice (Female participant). 
I can say that these changes are good…because now we do not need to hold huge 
celebrations for the boy thus spending so much money. With medical MC you only spend 
a maximum of Ksh.500 for the procedure. And things such as lighting fires and other small 
things are now gone (Male participant). 
However, older male and females also spoke about what they viewed as undesired consequences 
arising out of changes in Kisii circumcision practices as discussed in the rest of this chapter.  
7.4 Narratives of loss and nostalgia  
According to the participants in this study, MC among the Kisii is practiced as a cultural tradition 
to initiate boys (aged 8-13 years of age) into adulthood. They explained that even though the 
practice has become more private, it is impossible for a Kisii man to remain uncircumcised through 
to adulthood given that boys can establish MC status within their peer groups and those found to 
be uncircumcised are teased and shamed:  
It is impossible to get away from MC…we can tell. His [an uncircumcised boy] age group 
will know if he is not circumcised and they will call him out (Male participant). 
 
However, while medically circumcised men conform to a principal cultural requirement, whether 
they meet the desired adulthood and manhood expectations is debatable. The older participants 
lamented that even though medically circumcised men are culturally marked to have transitioned 
to adulthood, such a transition is hardly reflected in their behaviour because they remain ‘childish’ 
in their ways. In other words, in the eyes of some members of the community, the medically 
circumcised do not necessarily achieve the state of maturity that follows the liminality phase after 
MC:  
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They [boys] will go and get circumcised but they do not even know why, and they will even 
forget they are circumcised and that is why you find them insulting their mothers (Female 
participant).  
Back then they taught boys how to conduct themselves in an honourable manner. The boys 
had to mature up and abandon childish ways. But today that training is not there. The boy 
comes from hospital and still goes back to playing childish games (Male participant). 
Issues such as early sexual and risky sexual behaviours, widespread teenage pregnancies, and high 
rates of HIV among the youth in this region, were held up as examples of younger men’s lack of 
discipline and self-control and therefore immaturity. Disrespect for elders and an insolent attitude 
generally was also cited as an example of indiscipline and failure to grasp the significance of their 
transition. Additionally, older participants expressed frustration over a general lack of awareness 
and knowledge about Kisii traditions among Kisii youth today:  
In the past the men knew that they could not marry within their clan…they had to go out 
there to get a wife. But today that does not matter anymore…men are picking any girl 
(Male participant). 
Today, a parent will take the child to hospital and bring them back home; no instructions 
[are] given such as how to respect their mothers. In the past, initiates had an older man to 
live with them and instruct them on the Kisii culture and how to conduct themselves as men 
(Female participant).  
Overall, some of the participants perceived that the older and contemporary generations of men 
represented by traditionally circumcised and medically MC respectively are distinctively different 
in their conduct:  
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If you look at the older men in this community and how they conduct themselves, it is very 
different from the way men from my age and below conduct themselves. It seems as if ash 
was poured on the population and it changed them even in the way they think (Male 
participant).  
You see when we talk about a twelve-year-old boy back then you find that such a boy was 
completely mature.  Today’s twelve-year-old, while already circumcised, is still childish in 
his ways. The kind of teachings they had then disciplined the boys but today even if you 
beat these boys they will immediately forget and repeat the very act that was the cause of 
the beating.  They do not respect elders (Male participant).  
The difference was attributed to the loss of initiation rites and structured socialization of men which 
had hitherto been pivotal in transmitting the communities’ customs regarding transition from 
childhood to adulthood:  
Back then they taught boys how to conduct themselves in an honourable manner…The boys 
had to mature up and abandon childish ways. But today, that training is not there. The boy 
comes from hospital and still goes back to playing childish games (Male participant).  
For example, some of the men argued that issues such as HIV/AIDS and teenage 
motherhood/fatherhood was uncommon in the past because of teachings around sexual restraint: 
Let us compare now and in the olden days; which period are girls getting pregnant when 
still living with their parents? Today, those cases are very many but back then it was rare. 
Why? Because in the past they taught sexual responsibility and restraint. But today, how 
many girls are pregnant, but the fathers are nowhere to be seen? (Male participant). 
Female participants argued that the absence of the age-set system is the reason circumcised boys 
are disrespectful towards their elders and other peers:  
  
174 
 
 
We have no age set system…You cannot even differentiate who is older between them 
because they insult each other. Yet in the past, from what I understand, men would never 
insult those that were circumcised earlier than them (Female participant).  
Also, the female participants felt that in the past boys learnt to respect their mothers because 
interactions between them were limited while today, there are no social or physical boundaries 
between mothers and initiates, hence boys grow up without ever learning to respect their mothers:   
What I have heard is that in the past, once a boy was circumcised his mother could no 
longer bathe him…there was a certain level of respect. But today we are circumcising the 
boys when they are still young; the mothers will still take care of them and so they never 
grow up respecting their mothers (Female participant).   
However, not all participants fully blamed the youth for the perceived indiscipline. Others were of 
the view that parents are failing in their responsibilities and that the problem of indiscipline is 
exacerbated by the fact that when any older member of the community could chastise boys/youth, 
each parent is now responsible for disciplining their own child:  
Parents should also take the blame. In the past the older men took charge of disciplining 
young boys in the community regardless of whose son it was. But today, another parent 
would not dare discipline my child! (Female participant).  
Therefore, the various ways that the contemporary society in which MMC is practiced elicited the 
feelings that the community has lost some important values. Consequently, most of the adult 
participants suggested the re-introduction of an education element as part of initiation rites whereby 
the elders can conduct sessions with the medically circumcised boys as a way of reinstating the 
kind of “order and discipline” that characterized the TMC era:     
What I can say is if they could bring back that kind of discipline, although it was hard, it 
would be good (Male participant). 
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I think medical circumcision is safer but what is lacking is discipline…so I would 
recommend that we continue with medical circumcision but then maybe have the elders 
hold sessions with the boys (Female participant). 
The issues raised above broadly refer to consequences of the loss of the education and socialization 
functions of TMC resulting from the decline in initiation rites, although whether this reflects a 
changed reality or a nostalgic exaggeration of the past (as characteristic of the common 
intergenerational refrain found in many societies the world-over that “it was not the case when I 
was young”) cannot be determined with certainty. However, it is reasonable to suspect that for the 
Kisii traditional MC and initiation rites were important for the socialization of boys and the 
intergenerational transmission of the community’s codes of behaviour and other traditions that has 
broken down to some extent. Indeed, the feeling that younger people are engaging in risky sexual 
behaviours for lack of sexual socialization mechanisms such as initiation rites is similarly raised in 
other circumcising communities where MMC and initiation rites are no longer practiced or the role 
of initiation schools is thought to be changing (Vincent, 2008a).   
However, beyond showing the perceived effects of changes in circumcision practices as they are 
manifested by medically circumcised boys, the above perspectives evoke issues of generational 
conflict and the effects of detraditionalization (including individualization) on the power structures 
characteristic of junior-elder relationships. Decline in the elders’ authority over their juniors is one 
of the most significant consequence in the transformation of Kisii patriarchy, first by colonialism 
and more recently by forces of modernisation. Earlier on, I reported that a traditional Kisii 
homestead was made up of the man as the family patriarch, his wives, married sons, and unmarried 
children. As the head of the household, the man had control over land and livestock. Young men 
lived in the ebisarate and looked after cattle. Despite doing most of the agricultural work, women 
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could not access land except through their husbands, while sons relied on their fathers for access to 
cattle for bride-wealth payment (Orvis, 1985). In this way, men and the elders preserved control 
over women and sons/juniors. The different statuses of men, women, and junior men were further 
supported by the rules of avoidance (chinsoni).  
When the British colonized Kisiiland in 1914, one of the most immediate impacts was abolition of 
the ebisarate as the defence unit of the community (Orvis, 1985). The abolition of the ebisarate 
freed male youth for absorption into schools and colonial wage labour. With their earnings from 
wage labour, male youth could acquire cattle, pay bride wealth and marry independently of their 
fathers which was previously not possible. This undermined the elders’ authority over young men. 
The closure of the ebisarate also meant the role of the elders in the education of male youth 
weakened. Moreover, the British government introduced new judicial systems, further undermining 
the role of household heads and the elders. With deeper integration of the Kisii society into the 
colonial economy, additional factors such as rapid population growth and pressure on land saw 
education gaining importance as an alternative source of wealth over cattle. The rapid spread of 
education in turn reduced fathers’ control over their sons because opportunities for contact between 
young men and women expanded (which was not the case when young men lived in the ebisarate), 
leading to increased chances of women eloping before bride-wealth could be paid (Orvis, 1985). 
Moreover, the money that would have been used for bride-wealth was redirected to pay school fees 
therefore reinforcing the cycle. This transformation of marriage arrangements has continued in 
contemporary Kisii society, as it is now common for young people to elope and/or cohabit without 
involving fathers and settling bride-wealth is taking longer because of realities such as 
unemployment (Masese, 2011). Additionally, there is less expectation for men to have many wives, 
many children, or many cattle.   
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And so there has seen a steady shift in the degree and nature of the patriarch’s control over their 
juniors mediated by factors such as education and the economic context. The older participants’ 
constant reference to the “olden days” when there was “respect for elders” and “discipline” could 
therefore suggest that the elders in this community are grappling with their own anxieties at a time 
when they do not believe they have the same level of authority over their juniors as in the past. 
Vincent (2008b) makes a similar observation about the Xhosa of South Africa where MMC is 
resisted on the grounds of masculinity crisis and morality breakdown and TMC is seen as a 
mechanism for maintaining social order. Vincent states, “the sense of crisis in contemporary 
African masculinity occurs in the context of long-established process by which African patriarchy 
has been eroded and provides the overall setting within which the tradition of circumcision is being 
reinterpreted” (p.89).  
What the elders in these communities fail to acknowledge, as other scholars (Amuyunzu-
Nyamongo & Francis, 2006; Christiansen et al., 2006; Whyte et al., 2008) point out, is that the 
youth they portray as rebellious are often grappling with limited resources and opportunities 
required to move up the trajectory of youth to adulthood; challenges that previous generations did 
not have to grapple with to the same degree. In rural Kisii for example, land is a scarce resource 
and education is seen as an important route out of poverty.  Prioritizing education, as noted earlier, 
is one of the primary factors implicated in changes in MC practices. This means that not only is a 
significant portion of young men’s lives spent in their parents’ homes as students, but high levels 
of youth unemployment (UNDP, 2013) in the country also render them unable to establish their 
own households. This greater level of dependency has had the effect of eroding masculinity, to the 
point where it could be argued that the responsibilities heralded by traditional rites of passage could 
no longer be realized by many young Kisii adults in practice anyway, thereby making the change 
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of symbolic status associated with traditional circumcision rites today somewhat farcical. 
Nonetheless, some Kisii feel that the resolution to the ‘masculinity crisis’ and moral decay would 
be best addressed through reviving initiation rites and traditions in some way.  
A similar trend can be noted in other tribal regions of Kenya and South Africa. Going by some 
media reports (Khamis, 2015; Njenga, 2015; Wangui, 2016), there is a growing call by sections of 
the Kikuyu of Central Kenya for a revival of Kikuyu cultural traditions, including traditional 
initiation rites. The Kikuyu have adopted MMC and the practice has undergone great and rapid 
changes that began with colonialism (Njoroge, 2014). Today, the Kikuyu seem to be going back to 
their roots  and there are already instances of Kikuyu traditional elders organizing traditional 
initiation ceremonies, including one where the boys spent several nights in the forest and at least 
200 parents (some were turned away for lack of space) sought to have their sons admitted into the 
ceremony (Wangui, 2016). The renewal of Kikuyu initiation rites is seen as a way to address issues 
such as unrest in schools and raising incidents of criminal activities by youth (Wangui, 2016). 
Elsewhere in South Africa, (Vincent, 2008b) notes that defenders of reviving virginity testing and 
maintaining ritual circumcision see those practices as avenues for addressing the AIDS crisis or 
restore social order supposedly disrupted by “foreign ideas and practices.” 
The feeling that loss of tradition is responsible for perceived youth immorality and that reviving 
practices such as traditional initiation ceremonies is the solution is not unique to the current 
generation of older Kisii men and women. Whyte et al (2008) contend that morality and contentions 
between the past and the present are recurring aspects of generational concerns in Africa, and that 
the past “is always remembered as a better time and also seen as a source of traditions highly 
relevant to the present” (p.9). Similarly, Spronk (2014) asserts that the discourse around African 
traditions is central to contemporary “immorality” challenges especially in the face of HIV/AIDS 
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epidemic. Spronk (2014) further argues that it is often older men and to some extent disempowered 
women who feel that their role as ‘moral guardians’ is no longer recognized that call for cultural 
preservation (or revitalization) when faced with change. Additionally, Spronk (2014) is critical of 
such nostalgia by older men and women and sees it as a glorification of an idealized past that 
ignores cultural change as an innate part of life.  
Gyekye (1997) agrees that cultural change is inevitable. However, although not supportive of 
extreme cultural revival, Gyeke is not entirely against nostalgic sentiments, arguing that the past 
can be harnessed to address contemporary challenges but through “a realistic assessment” and 
“critical look at the ingredients of old wine”. For Gyeke, the legacy of the past should be judged 
by the extent to which traditional ideas, values, institutions, and beliefs would meaningfully 
function in the present society. Echoing Gyeke’s sentiments, Moletsane (2010) suggests that 
nostalgia can be creative. Writing on cultural nostalgia associated with virginity testing and ritual 
MC in South Africa, Moletsane asks “Can we really remember and retrieve our past cultural and 
traditional practices? Should we? And what should we do with what we remember?” (p.193).  
In Moletsane’s view, we can remember not for the sake of it but to engage in productive nostalgia. 
That is, remembering the past but also accepting that “the past we remember may never have 
existed the way we remember” which offers “the possibilities for imagining productive and 
inclusive alternative features” (p.197). It is possible, perhaps probable, that nostalgic recollections 
expressed by the participants in this study are also in some ways creative reconstructions of the 
past. As it turned out, some of them believed that disease prevention is the primary reason that the 
Kisii traditionally practiced MC: 
The meaning of circumcision…first it was done for the prevention of disease. Because when 
you have that foreskin and then you have sexual intercourse with a woman, some dirt is 
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left…and it is from that dirt that infections arise…during sex the foreskin has to be pulled 
back and afterward it covers up the penis hence closing in the bodily fluids. And that is 
why for a Kisii the main reason for circumcision was to prevent infections (Male 
participant). 
Even though association of MC with hygiene is almost universal in circumcising communities 
(WHO, 2009), the notion that MC was foremost traditionally practiced as a disease prevention 
measure contradicts, not only the participants earlier perspectives about the significance of MC in 
this community, but also historical accounts showing that among Bantu-speaking ethnic groups the 
primary rationale for the practice of TMC was initiation into manhood (Marck, 1997). Given the 
perceived loss of the cultural meaning of MC among the Kisii, association of MC primarily with 
disease prevention is perhaps a case of reverse diffusion due to ongoing VMMC campaigns in the 
region. Indeed, it was reported that some of the Kisii boys are getting circumcised through the 
VMMC program and most of the respondents were aware of the ongoing implementation of MMC 
for HIV prevention, and referred to other health benefits such as lowering the risk of cervical cancer 
for female partners: 
I have heard about the benefits of circumcision. They tell us when we go to the health 
centres…they had some white men who came to test women for cervical cancer and they 
told us that the virus that causes cervical cancer is transmitted to women by men and mostly 
men who are not circumcised (Female participant). 
I have also heard. They say it on the radio that men who are circumcised reduce their risk 
of getting infected with HIV by 65% or something like that…maybe you can tell us (Female 
participant).  
With exposure to such information on the one hand and faced with the diminishing traditional value 
of MC on the other, perhaps the community is modifying its beliefs and imagining a “new past” in 
the way that Moletsane suggests. This potentially marks the start of disease prevention as an 
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alternative rationalization for the practice of MC in this community in the long term, whereby 
traditional views and modern biomedical views have synthesized to some extent. After all, 
according to Gyekye (1997) the refinement, abandonment or revitalization of traditions results from 
internal criticism undertaken from time to time, and often through the adoption of non-indigenous 
ideas, values, and practices.   
7.5 Conclusion  
In this chapter, I have explored and discussed perspectives from a section of the Kisii; an ethnic 
group in Western Kenya that traditionally practices MC to mark transition from childhood to 
adulthood. The findings from this chapter show that while circumcision remains a cultural 
obligation for men, elements of initiation such as seclusion, socialization into manhood rites, and 
communal celebrations, which existed in the past, are not observed in in this part of the region 
occupied by the Kisii. Moreover, the community has now adopted medical MC. This is possibly 
the first study reporting the adoption of MMC by a section of the Kisii. Notably, these changes 
were already in place before the introduction of the VMMC program and have their roots in the 
community’s colonial experience, which has led to detraditionalization. The transformation of MC 
initiation practices that began with colonialism thereafter accelerated with modernisation factors, 
particularly education, economic changes, and public health concerns, leading to the complete 
adoption of MMC as seen in this community. The relevance of MC for ethnic distinction for this 
community also appears to have waned, with participants reporting increased interconnectedness 
and intermixing with the non-TMC community.  
Yet, there remain some markers of ethnic distinctiveness from neighbouring groups centred on MC, 
with the Luo’s status as an emerging circumcising group not yet fully acknowledged, leading Kisii 
women to openly prefer partners from their own group over the Luo, while Luo women prefer Kisii 
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males. In the case of Kisii women, this demarcation appears to be linked to the persistence of the 
traditional association between circumcision and manhood, while for the Luo it can be attributed 
to a “folk” association between circumcision and sexual pleasure. As the Luo increasingly 
consolidate themselves as a circumcising group, this demarcation might fade. 
However, it is also possible that new ethnic markers between the Luo and Kisii could emerge if 
there is a “revival” of traditional elements of circumcision among the Kisii. Certainly, the Kisii are 
grappling with the loss of the traditional meaning of the procedure, with the older participants 
bemoaning the loss of initiation rites and the emergence of what they perceived to be an escalation 
of social disorder from the absence of initiation rites as socialization mechanisms. I suggested 
however that the perceptions of social disorder by the older participants masks anxieties over their 
own identities tied to issues of generational change and the decline of junior-elder power structures 
due to modernisation. Therefore, I concur with (Vincent, 2008b) who suggests that disintegration 
of patriarchal power structures is one of the factors underlying calls for the revival or defence of 
traditional initiation rites. At the same time, I propose that while their nostalgia was mainly focusing 
backward on recovering the past, it is also focusing forward by drawing on the MMC for HIV 
prevention discourse to syncretise traditional elements with the emerging dominant medical 
meaning of MMC in the neighbouring community. Whether this comes about is uncertain, although 
there are precedents elsewhere (such as with the Kikuyu) that indicate a “revival” of sorts is 
possible. 
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CHAPTER EIGHT: CASE STUDY THREE 
THE MARAGOLI  
8.1 Introduction   
In the previous Chapter, I presented findings from the Kisii; a circumcising community in Western 
Kenya where MMC is an established norm in contemporary society. It was reported that 
acceptability of MMC among the Kisii is not directly linked to the VMMC program but an outcome 
of increased complexity and differentiation alongside the breakdown of other traditional structures 
due to modernisation. This has given rise to contested meanings and significance of MC, as some 
segments of the population situated it in terms of narratives of social decay and identity crises 
resulting from detraditionalization. I argued however that such narratives also mask the underlying 
issue of the transformation of patriarchal power structures impacting on the elders’ sense of 
authority.  
The Luhya presents a contrasting case to the Kisii, in that the Luhya have retained their traditional 
ritualised practices around MC. This was borne out by the survey of the Luhya of Mwembe. The 
Luhya of Mwembe (62%) demonstrated a medium level of awareness of HIV prevention, which 
was considerably lower than the Luo in Lower Kadongo who have been the target of the VMMC 
program (91%). The Luhya had higher rates of belief than the Luo that MC enhances sexual 
pleasure, that women prefer circumcised men, and that MC enhances masculinity. The question is 
how much are these beliefs influenced by traditional beliefs and practices surrounding MC, or new 
ideas of masculinity and ethnic differentiation? How is MMC knowledge among the Luhya being 
received and/or impacted upon by wider socio-cultural contexts? 
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In this Chapter, I examine perspectives from the Maragoli; one of several subtribes that constitute 
the Luhya people of Western Kenya and occupy the Mwembe sub-location.  Other Luhya subtribes 
such as the Tiriki and Bukusu also practice traditional MC. In Chapter One, I highlighted that MC 
in traditional settings has been found to result in higher risks of complications compared to MMC. 
However, preference for MC in traditional settings persists among several groups. The findings 
from this Chapter reveal that the persistence of TMC in this community is sustained by the 
significance and meanings attached to the procedure. These meanings are embedded in a 
combination of traditional beliefs and modern ideas. The importance of TMC, including the aspect 
of pain, as a symbolic marker of ethnic differentiation is especially noteworthy, which I argue helps 
explain why the Maragoli have held onto the practice longer than the Kisii. Moreover, although the 
findings indicate a number of factors associated with the potential for acceptability or integration 
of MMC with TMC, there are also indications that TMC is being cast in new light by male youth 
who believe that a traditionally circumcised penis makes them more sexually potent than medically 
or uncircumcised men, thus reinforcing TMC as a marker of differentiation within the context of 
youth hypermasculinity. 
The Maragoli 
The Maragoli people are part of the larger Luhya (Abaluhya) community that inhabits parts of 
Western Kenya. The other Luhya sub-groups include: Banyore, Tiriki, Idaho, Isukha, Batsotso, 
Samia, Tachoni, Bukusu, Khayo, Wanga, Marachi, Kisa, Banyala, Kabras and Marama. Although 
they have cultural and linguistic similarities, these groups once considered themselves distinct and 
their common identity is believed to have emerged out of their colonial experience (Kabaji, 2009). 
The term Luhya is thought to have been popularised by politicians from that region as a way of 
getting those designated as Luhya to vote together during elections (Kabaji, 2009).  
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The Luhya are a Bantu-speaking group and constitute the second largest ethnic group in Kenya 
after the Kikuyu. The group inhabits the area north east of Lake Victoria; the geographical area 
forming what was originally known as Western Kenya province. When Kenya adopted a devolved 
governance system, Western Kenya province was split into four counties: Busia, Vihiga, Bungoma, 
and Kakamega. The Maragoli and the Tiriki sub-tribes are mainly found in Vihiga county. Vihiga 
county is adjacent to Kisumu county which is inhabited by the Luo.  
Kabaji (2005) observes that although the subtribes that make up the Luhya perceive themselves as 
a single cultural entity, there is also an awareness among them of internal distinctions such as 
dialects and cultural aspects. The findings reported here draw from participants identifying as 
Maragoli. Therefore, although I will reference the larger Luhya in my discussion, I focus on the 
Maragoli rather than the Luhya as the unit of analysis as a way contextualizing the findings within 
their subtribal setting. Egesah et al. (2014) have similarly reported on MC practices among the 
Bukusu as a distinct group within the Luhya community.   
8.2 Maragoli male circumcision   
Participants reported that the Maragoli hold traditional MC and initiation ceremonies every eight 
years. At the time of these interviews in June 2016, the elders were preparing to initiate a cohort of 
boys later in August. One of the elders explained that although most circumcisions are performed 
during the August school holidays, there are boys who undergo circumcision between November 
and December during what he said is normally a “mop-up” of late initiates (known as “magofoye”) 
before the communal celebrations to mark the end of the circumcision season:  
…circumcisions will be performed in August. There will be an opportunity for those that 
were late in August to get circumcised between the end of November and early December; 
it’s like a mop-up and we call those late initiates ‘magofoye’.   
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The majority of Maragoli boys will have been circumcised by the age of fourteen years. However, 
the minimum age at circumcision was unclear. According to the elders, the youngest initiate should 
be eight years old but most of the other respondents reported that age restrictions no longer apply 
and testified to a case of a one-year old infant and three to five-year old toddlers participating in 
the previous initiation ceremony. Submission of boys for TMC at a much earlier age is rationalized 
as a practical decision in view of the lengthy time period between one circumcision ceremony and 
the next:  
Nowadays I see boys getting circumcised at one year. Because you know we hold 
circumcisions after every eight years. Many people do not want to wait for eight years. So, 
for instance if I have a one-year boy old during this circumcision season, I will not wait 
for another eight years; I’ll just take him [for circumcision] at one year (Male youth). 
Yes, you can take your child at any age since it is not allowed to go for circumcision in 
between the seasons. You must wait for the season (Male youth). 
For those who take young children you find that maybe they have two older boys. So, they 
decide there is no point leaving the little one, they take them [for TMC] all at once (Female 
participant). 
Those that are not circumcised either during the August or magofoye ceremonies in that season are 
forced to wait for another eight years to undergo TMC, since medically circumcised men are not 
given respect.  
Traditional circumcisions are performed in remote locations. Several months in advance, the elders 
scout and conduct traditional consecration prayers at the site and select the traditional circumciser. 
Participants described the circumcisers as “normal”, mostly married, with some level of education, 
who ordinarily interact with the community members but during the circumcision season are 
“transformed” into a “spiritual state” in readiness for their mission. Later, I will discuss the 
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implications of this “spiritual state” on preference for TMC and the medical risks of the procedure 
in traditional settings.  
Once the circumciser is in his “spiritual state”, social interactions between the circumciser and other 
community members, especially women and the uncircumcised, are “suspended”. For example, the 
circumciser uses back streets and paths to get in and out of the village to avoid coming across 
people and particularly women and uncircumcised boys. In return, women and the uncircumcised 
hide from the circumciser as it believed that such an encounter will bring bad omen.  
On the evening before the procedure, the elders “snatch” the boys from their homes and take them 
to spend the night in the bush exposed to the cold and rain. However, the initiates (at least 
nowadays) are not particularly subjected to any overnight beatings or punishments. The traditional 
circumciser then performs the procedures at dawn without anaesthesia. The initiates are expected 
to fearlessly withstand the pain. Some of the male youths stated that the pain from the procedure 
“makes you a man” and makes you develop “masculine pride”:  
R1…the pain that you went through during that procedure makes you a man. I remember 
when I was in primary school some boys would bully us, but once you go for circumcision 
and [come] back you feel more courageous to fight back…you develop some masculine 
pride. 
 
R2: And it is painful, no anaesthesia! You just get cut. 
 
Elders and male relatives may accompany the boys to the circumcision site to witness the 
procedure, but women remain in the homes. A messenger shuffles back and forth between the 
women and the circumcision site to give them news about their sons. A female participant disclosed 
the fear and apprehension that mothers experience while they wait:  
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As a mother you will experience so much anxiety, your stomach feels tight and you can 
even get diarrhea because you do not know what will happen to your child. But once the 
procedure is complete, the women will break into song and dance! 
The initiates are escorted into their seclusion shelters (several boys can be secluded in one shelter) 
after the procedure where they spend at least four weeks. Although the circumciser visits to assess 
their progress from time to time, it is the “teachers/mentors” that live with and attend to the initiates 
daily. According to the male adults, the elders seek individuals (usually married) of good repute to 
act as mentors. For example, a mentor should not drink alcohol or display promiscuous behaviour. 
In fact, the mentors are required (as are the initiates’ parents) to abstain from sexual intercourse for 
the duration of the initiates’ seclusion:  
R1: The person who lives with the boys should be someone who does not drink alcohol 
(Male adult). 
R2: Or someone who will leave the boys at night to go looking for women. If he has a 
wife at home, he is not allowed to go back to his wife until the boys are out of seclusion 
(Male adult). 
After four weeks in seclusion, the initiates are reunited with their families amidst singing, dancing, 
and gift-giving:  
You see your son all plump and healthy and you start dancing and singing (Female 
participant). 
The circumcision season ends with a huge community celebration in December where manhood 
status is officially conferred on the initiates. One of the elders described the MC season as a time 
when “everyone is happy”.  
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The above narratives give a snapshot of how TMC among the Maragoli is organized in 
contemporary society. A few differences between present-day Maragoli TMC and a descriptive 
account by Wagner in 1949 (as cited in de Wolf, 1983) can be noted. For example, Wagner (1949) 
reported that the interval between one circumcision season and the other was eleven years, and that 
boys were generally circumcised between 12-18 years with an upper age limit of 30 years. Wagner 
also reported that boys stayed outdoors in a valley for three days and nights before undergoing 
circumcision, that Maragoli boys were circumcised at the centre of the village where everybody 
could watch, and an elderly man’s hut served as their seclusion shelter.   
A notable aspect of the new practices is the emerging incidence of traditional infant circumcision 
which marks a significant deviation from the norm that has not been reported elsewhere among 
circumcising communities in Kenya. From a public health perspective, traditional infant MC may 
have risk implications (Weiss et al., 2010). On the other hand, the general trend towards a younger 
age of MC before sexual debut is more desirable in the context of the HIV prevention benefits. In 
their study among the Bukusu (another Luhya subtribe), Bailey et al (2006) found that the majority 
(63.1%) of young men who were traditionally circumcised had already had sex by the time of their 
circumcision, and those circumcised traditionally had a higher tendency to resume sex before 
complete wound healing. Sex before complete wound healing increases the risk of HIV infection 
for newly circumcised men and more so for their female sexual partners (Hewett et al., 2012). 
Therefore, circumcision at a younger age among the Maragoli favours HIV prevention efforts and 
the long-term objective of the VMMC program which is to normalize infant circumcision, 
encourage circumcision before onset of sexual activity, and promote delayed sexual debut as part 
of integrating HIV prevention and TMC practices in order to maximize the HIV prevention benefits 
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of the intervention (NASCOP, 2015). However, its health benefits are an unintended consequence 
of the infrequency of circumcision rites. 
Another point to note from the description above is that the mentors were said to be adult, mature 
men and are assigned to the boys by the elders. In other communities, it is reported that the initiates 
not only select their own mentors, but the mentors are often other young men; a factor that is linked 
with decline in the education function of initiation schools and increases the association of MC 
with sexual potency (Njoroge, 2014; Vincent, 2008a).  Yet, as I discuss in the next section, MC is 
also taking on the primary meaning of sexual potency in this community, despite the ongoing 
involvement of the elders in guiding initiates. This points to the demise of traditional meanings 
associated with MC and the expanding discourse of sexual potency that reflects a rampant 
hypermasculinity that was also observed among the Luo and Kisii. However, the key difference 
with the Maragoli is the way that traditional circumcision has retained its importance – not as a link 
with traditions as elders hope – but as a means by which young Maragoli can set themselves apart 
from their Luo and Kisii peers on the basis that they believe that traditional circumcision makes 
them even more sexually potent than those who are medically circumcised.  
8.3 Contemporary issues in Maragoli MC: understanding the context 
8.3.1 Questioning the value of TMC as a rite of passage  
Traditional MC was described as a “type of school” where boys transition into adulthood. After 
initiation, the boys are expected to stop childish behaviours: 
Circumcision here is a form of school…it is about moving from childhood to adulthood 
(Male adult). 
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Circumcision is meant to move you from childhood to adulthood. After circumcision, you 
stop childish behaviours (Male youth).  
 
Notably, how the initiates are instructed to demonstrate their adulthood status after MC is to no 
longer frequent areas regarded as “female domains”, namely the kitchen and their parents’ 
bedrooms:  
During seclusion you get taught by the elders that you can no longer go to into the kitchen 
or your mother’s bedroom.  So yes, they teach that you are now an adult (Male adult). 
A female participant noted that the boys become “more mature” after circumcision: 
Another thing you note is that…you know when they are in seclusion, they are taught how 
to conduct themselves in culturally appropriate ways…For instance they should not go into 
their mother’s bedroom or the kitchen to cook. They teach them a couple of things. You 
will notice the change…their minds are different…more mature (Adult female). 
 
However, most of the male youth argued that MC has nothing to do with transition to adulthood 
because the behaviour of circumcised boys today is often inconsistent with expectations of 
“adulthood”. They compared their own post-circumcision behaviour to that of the newer initiates 
to illustrate how MC does no longer leads to a more mature outlook: 
They taught us that if food fell off the plate to the ground, it was to be thrown away. But 
today, a piece of meat falls from a circumcised boy’s hand and he will just pick it and 
continue eating (Male youth). 
 
Nowadays if a boy is reprimanded by his mother, he starts sulking and developing an 
attitude. But in the past, this was not the case because interactions with their mothers were 
limited (Male youth).  
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This failure to exhibit proper post-circumcision behaviours was attributed to the intersecting 
problems of: a young age at circumcision; inadequate socialization by the elders; and contextual 
factors that challenge the practicability of what is taught to the initiates. For example, some 
participants observed that the mentors and elders spend most of their time during the seclusion 
period, “chatting amongst themselves” after giving initiates only “basic instructions” about not 
visiting the kitchen or their mothers’ bedroom. These instructions are either soon forgotten and the 
boys return to their childish ways after MC, or are easily and deliberately ignored (by both the 
parent and the initiate) when they turn out to be impractical in a real-world setting such as in urban 
areas where all members of the household live under one roof:   
The socialization component is not useful… After circumcision the young boy will just go 
home and his mother will still bathe him, he is too young to even get dressed on his own… 
In the past if a [circumcised] boy was caught doing that [getting bathed and dressed by 
his mother] it was such a big issue (Male youth).  
  
Also, imagine you live in the city. You and your children live under the same roof…. You 
know in the past, once you were circumcised you could not sleep under the same roof with 
your mother. Today, the mother is even the one sending the child to the bedroom to get her 
underwear…! (Male youth). 
 
Seemingly, the internal transformation of the practice (such as the initiate’s age at MC) and factors 
in the broader context (such as urbanization) are converging to change the meanings of the 
procedure. For example, instruction in sexuality (such as encouragement of sexual restraint) is not 
a salient feature of initiation, which is partly a result of the mixing of age groups among initiates:  
R: And even if they were to teach, what would they teach a five-year-old?  
I: Are the older initiates mixed up with the young boys during circumcision?  
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R: Yes, they are all in the same location...during that time they are all the same. Even in 
seclusion we all stay in one house. 
Confirming this, male adults agreed that sex education and guidance are not a component of 
initiation into adulthood to any significant extent in this community because the subject is perceived 
as inappropriate or is not regarded as important for boys that have yet to engage in sexual 
intercourse by the time of their circumcision:  
R1: I do not think they [mentors] teach them [the initiates] about sex. The only thing they 
tell them is that they have moved from childhood to adulthood. They do not teach them 
about sex at that age (Male adult). 
R2: Usually most of them [initiates] have not started having sex at that time (Male adult). 
Given these issues, most of the male youth subsequently held the opinion that the notion that MC 
marks transition into adulthood is becoming meaningless. In their view, MC in contemporary 
settings has become more meaningful only in relation to male sexual virility or in one participant’s 
words, “just to sharpen the pencil”:  
In my view, the meaning of MC as we know it is what was said before… that circumcision 
marks transition from childhood to adulthood. But I do not think that is the reason we are 
currently going for MC. The reason is just to ‘sharpen the pencil’…just so the ‘pen’ can 
work properly (Male youth).  
Moreover, the male youth explained that women expect men to “perform” and prove their 
masculinity by displaying sexual prowess, which is in turn aided by a large-sized penis. One 
participant asked in an incredulous tone: “can you imagine you are an adult man and then you have 
a small penis?”. Interestingly, several male youths claimed that a traditionally circumcised penis 
“expands and the size grows bigger” because the wound is not stitched or wrapped with bandages. 
Conversely, they held the view that a medically circumcised penis remains the same size or 
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becomes smaller for lack of “space for expansion” and has higher risks of complications due to the 
suturing and bandaging. The magnitude of the male youths’ association of the ideal masculinity, a 
large-sized penis, and how MMC and TMC procedures are implicated in these dynamics is captured 
in these two participants’ contributions:  
For me, I am against medical circumcision. First, you’ll find that after a man has been 
circumcised by a medical doctor, his penis might develop complications. It might swell so 
much that it even changes its shape. And second, in a medical procedure the doctor stitches 
up the wound and due to those stitches, again the penis can get itchy and swollen. By the 
time the boy gets to adulthood, his penis is so damaged that he cannot function sexually. 
Why? Because the doctor stitched up the penis and damaged it. And such a man cannot 
keep a wife; the wife either runs away from his home or she will go around complaining to 
her friends about his inability to perform. His wife might tell him “You are not a man” and 
there is no bigger insult to a man than that. Now, with traditional circumcision it is 
different.  
…that is why we are saying; when the traditional circumciser performs the procedure, it 
expands and the size grows bigger such that if at sixteen years of age you engage in sexual 
intercourse with an adult woman, she will be surprised and think that you are also an adult. 
So yes, it expands well…and when you eat well, the size grows even bigger. Then when you 
have your wife, you’ll hear her say, “this man must be a devil” [laughter] and she will 
even want to run away, but she will run away and still come back to you.  
 
Thus, questions about the meaning and compatibility of MC with contemporary settings has not 
diminished its value altogether but rather has led to the generation of new meanings that align with 
male youth’s perceptions of their masculine and sexual identities which in turn has reinforced the 
relevance of TMC. In the previous two chapters, I highlighted how MC is associated with sexual 
performance, prolonged intercourse, masculinity, and women’s sexual satisfaction. I argued that 
these associations are tied to both traditional masculinities and modern notions of male and female 
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sexuality. The views expressed here by the Maragoli male youth bring in the issue of penis size as 
a feature of male sexual potency. Preoccupation with the size of one’s penis for maintaining male 
self-esteem and sense of manhood is also characteristic of traditional masculinity ideals where “real 
men” are required to be sexually potent and to demonstrate sexual power through penetrative sexual 
intercourse and sustained sexual erections (Khan et al., 2008). Moreover, I mentioned in the 
previous chapter that themes of male sexual potency and hypersexuality is a dominate East African 
popular music and particularly Hip hop; a genre that combines elements of local music traditions 
and mostly American rap and Jamaican raga. Hip hop’s popularity among Kenyan youth (and 
African youth generally) is linked to increased westernization and globalization mediated by 
exposure to global media (Ntarangwi, 2009). Hip hop music in Kenya has flourished against 
expanding media access including internet access among youth. It could therefore be argued that 
MC taking on the meaning of sexual potency is also an issue of how youth in this community have 
been drawn into globalized youth culture through media exposure, same as other youth around the 
world (Altman, 2004), especially taking into account that this meaning has emerged despite the 
elders being in charge of the institution.  
The theme of generational change and masculinity in the context of MC which emerged in the 
previous chapter with the Kisii can also be noted from the focus group comments above. Perhaps 
remarkably, in this community it is male youth portraying the younger cohort of circumcised male’s 
vis a viz themselves as failing to display the expected post-circumcision behaviour, whereas adults 
in the Kisii community perceived the same of male youth. This perhaps reflects the way Maragoli 
youth, in contrast to the Kisii, are still partly embedded in traditional circumcision practices and in 
some way view themselves as custodians of traditional values; a responsibility engrained upon 
them by the elders. 
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8.3.2 Meanings and significance of TMC 
Attaining manhood status  
The attainment of social manhood status was the most cited reason for conforming to traditional 
MC. As I highlighted earlier on, the endurance of pain through traditional MC is associated with 
masculine pride and with becoming a man. Therefore, only the traditionally circumcised are 
socially recognised as Maragoli men. The traditionally circumcised are believed to bring honour 
and pride to their families. On the day their sons are circumcised, other women fondly beat each 
initiate’s mother with a stick while saying to her “you have given birth to a bull”, and take gifts to 
her home:  
Even some mothers do not want medical MC…because they say “I must dance for my son”. 
So, the dancing and singing is about pride since other women will say so and so’s son is 
getting circumcised, let us take gifts to her and assist her… 
Medically circumcised men (apparently derogatively depicted as having been circumcised while 
lying down rather than standing up) are treated as if they are uncircumcised. As such, medically 
circumcised men are not conferred with manhood status and are excluded from activities reserved 
for “men” such as speaking in public meetings and holding leadership positions.  
The uncircumcised are referred to as “wagasa/mgasa” which is a derogative term.  You 
know with us if you are not circumcised, you cannot even speak in public. You may even 
be forced to leave your home because if you are there, but you are uncircumcised, you 
will always be looked down upon (Male adult). 
In fact, it was said that a medically circumcised man is not consulted on any matter and is not 
expected to speak in the presence of the elders even in his own home: 
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And if there is situation in the village for which you [a medically circumcised man] have 
the expertise to handle, you will not be allowed to speak because people will say what 
will this “mgasa” tell us? It does not matter your age (Male adult). 
Even in a sitting such as this, you would not be allowed to participate if you are a mgasa.  
You cannot speak in your own home (Male adult). 
The families of medically circumcised men are ostracized, and derogatory songs are sung about 
them throughout the circumcision season. Whereas the traditionally circumcised males are given 
an age-set name, the medically circumcised are said to “have no name” and are equated to women:  
If you take your child for medical MC, who will come to your house? Even if you throw a 
party, no one will come… (Female youth). 
Even if he [a medically circumcised man] is circumcised…he is like a woman because he 
went to a health facility. We believe those who go to hospital are like women because they 
did not go through the pain of circumcision (Male Youth).    
Some participants observed that for a small fee the elders can allow medically circumcised boys to 
join the traditionally circumcised in seclusion for the latter to share in the peer group name. 
Nevertheless, the stigma attached to medical MC follows such boys throughout their lifetime.  
Conforming to TMC to avoid the stigma, rejection, and ostracization is also the primary reason 
underlying preference for TMC among Xhosa males in South Africa even when their parents 
oppose it. In the Xhosa rite, the wound is not stitched thus medically circumcised men 
masquerading as traditionally circumcised can be identified by the scarring from stitches commonly 
referred to as “cats’ claws” (Vincent, 2008a).   
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Ethnic/cultural identity   
As discussed in the previous chapters, the Luhya’s neighbours also associate circumcision with 
hypermasculine values, so this alone does not serve as a primary differentiator between the Luhya 
and other tribes. This raises the possibility that TMC among Luhya sub-tribes such as the Maragoli 
is a way for them to maintain ethnic distinctiveness. TMC was described as an important Maragoli 
cultural tradition practiced since time immemorial and as such, male youth said they derive from it 
a sense of continuity of cultural and ethnic identity. Quoting the Swahili saying “mwacha mila ni 
mtumwa” (meaning whoever abandons their culture is a slave), one young male participant 
categorically stated that “it is our culture, we cannot abandon it”, and nearly all the male youths 
said their sons must go through the pain of TMC just as they themselves did because they “want to 
stick to traditions”. In fact, one suggestion was for TMC ceremonies to be turned into tourist 
attraction events through government funding:  
The government should give us money…then our circumcision ceremonies will be a 
spectacle attracting tourists from Western countries. 
 
Cultural identity underlies preference for traditional MC among male youth in circumcising groups 
elsewhere. Vincent (2008a) notes that “Young Xhosa men are today no less eager to be circumcised 
than their forebears” (p.433) and that it is often marginalized youth, in this case rural youth, in 
search of stable identities that insist on ritual MC. The above participants’ suggestion for the 
commodification of TMC ceremonies may be a sign of their economic marginalization whereby 
cultural traditions are regarded as an economic resource which is a very modern way of viewing 
cultural traditions.  
Additionally, male youth said TMC rites and ceremonies not only set this community apart from 
the neighbouring non-TMC Luo but also from the other Luhya sub-tribes, since the Maragoli have 
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their own “style” of circumcision which medical doctors would not take into consideration if they 
were to perform the procedure:  
A doctor cannot understand how we do our circumcision…there is a way the cut should be 
made. We have ours and the Tiriki have their own…A doctor would not do that because he 
does not know…he would not do it correctly. To a doctor, circumcision is just about cutting 
the foreskin and his work is complete.  
Aside from having their own ‘cut’, they disclosed that it is taboo for members of one Luhya sub-
tribe to be privy to another sub-tribe’s circumcision secrets, therefore it would be unacceptable for 
a medical doctor from another Luhya sub-tribe to be involved in Maragoli MC.   
The elders and male youth also spoke about communal ceremonies and peer-group names as 
enhancing social interactions and group bonding and feared that the adoption of MMC would lead 
to individualization of the practice:  
You know there is the issue of celebrations and social interactions…with medical MC, 
social interactions would disappear (Male youth). 
The significance of the traditional circumciser  
The importance of traditional circumcision is not only attached to its value as an ethnic identity 
marker but also to the persistence of other traditional beliefs, such as traditional healing and beliefs 
in spirits: 
I: Who trains the traditional circumciser? 
R1: It is spiritual! 
R2: They are blessed by the elders 
R3: It’s an inherited gift 
R1: There is one here, his grandfather was blind, but the elders came and told him 
‘You will be a circumciser’ and he became one 
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Consequently, they posited:   
R4: It [circumciser’s skill] in the blood…they do not make mistakes. 
Moreover, male youth shared that upon receiving blessings from the elders, the circumciser gets 
into a mental state that they described as “spiritually possession” or a “trance”. In such a state, the 
circumciser can “foresee” and then “fix” problems such as erectile dysfunctions or infertility: 
As we told you earlier, the circumciser is normally blessed by the elders. So, there are 
cases…I do not know which words to use…but let us say a boy has a sexual dysfunction 
problem from birth, e.g. impotence or male infertility…If the parents give him [the 
circumciser] a cockerel or goat, he will fix the child and even when he becomes an adult, 
he will have no problem. There is a boy I know whose father was asked to give a goat and 
he did not. The boy is now a grown man and he has no interest in women (Male youth). 
 
Accordingly, most male youth insisted that the MC procedure should be performed by the 
traditional circumciser because there is a “spiritual” (in the mystical sense of the word) dimension 
to it:  
Traditional MC is spiritual! Let the medical doctor take care of medical emergencies but 
circumcision should be done by the traditional circumciser (Male youth).  
 
The belief that the traditional circumciser has the capacity to forecast and cure problems such as 
impotence also emerged during discussions with female youth. Although a few females dismissed 
the belief that a traditional circumciser can foresee medical problems as superstition or the 
circumciser “playing god by involving himself in witchcraft”, those who held this belief as true 
maintained that even if such conditions can be diagnosed at a health facility, a medical provider 
can be dismissive and say “the child was born that way”, whereas a traditional circumciser would 
“fix” the problem:  
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R1:  It [TMC] is good because if your child has a problem, they [circumciser] can tell 
you. 
R2: I do not agree with that because even in a health clinic, they can tell you if your child 
has a problem.  
R1: Nooo! A doctor cannot tell you. The same way doctors must specialize in performing 
MC to know how to do it is the same way with traditional circumcisers…They can tell from 
experience that a boy will have problems later in life…and the circumciser knows how to 
fix it …The doctors will just say the child was born that way.  
 
Additionally, others pointed out that the truthfulness of such beliefs aside, the very fact that there 
is witchcraft involved means there are unknown consequences to breaking with tradition, and for 
that reason they would submit their sons for TMC even though they prefer MMC:  
I am a good example. I am afraid to take my son for medical MC because of the fear of 
witchcraft…It does not matter what kind of [Godly] faith you have…They [traditional 
circumciser] can curse you and something bad will happen to you (Female youth). 
 
These beliefs give insight into the role of the traditional circumciser beyond performing the 
procedure. I highlighted in Chapter Three that one of the factors influencing health seeking 
behaviours is disease explanatory models. When a condition is believed to have a supernatural 
cause, traditional rather than biomedical treatment is sought. These perspectives suggest that even 
though individuals seek biomedical treatment for sexual and reproductive health problems such as 
impotence, treatment by a traditional circumciser may be more valued because such problems are 
attributed to curses, spirits, breaking taboos, and witchcraft. 
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8.3.3 Decision-making around MC  
The continued authority of the elders and the financial benefits that elders accrue from traditional 
MC in the face of growing poverty among the Luhya have further supported the preservation of 
TMC.  
In this community, the elders, and to some extent the traditional circumciser, are the primary 
decision-makers pertaining MC. In addition to performing various rites, the elders set the amount 
of circumcision fee to be paid by each parent, as well as determine the nature (monetary or non-
monetary) of penalties that are charged to individuals who break rules or taboos. Women are 
expected to remain in the background with their roles confined to preparing meals.  
Female participants and male youth expressed powerlessness in decision-making. Speaking about 
the cost of TMC for example, a female participant explained that although women feel the financial 
burden of TMC ceremonies, they do not make decisions about where or when circumcision will 
take place because they do not “have power over the boy-child”: 
Then the cost… the cost of chicken and other food! Women can see this, but they have no 
power to say anything about the boy child. This celebration is for the men and they 
celebrate in a big way. And then we join in the celebrations. 
As male youth debated about potential modifications in their TMC practices to minimize the 
riskiness of the procedure, they were also quick to mention that they have neither the power nor the 
avenues to suggest such changes because the elders are the sole decision-makers and do not include 
the younger men in their meetings. They went on to say that their input about issues to do with 
TMC, including the amount of circumcision fee, is never sought even though circumcision is of 
more concern to them as the fathers of potential initiates:  
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…the younger men in this community are not involved in decision making. It is the elders 
who have meetings and yet they do not have children. Those of us who have children are 
not involved in the council of elders’ meetings.  They only come to us to tell us how much 
money we are supposed to contribute etc (Male youth). 
One view among female participants is that elders are resistant to change because they derive 
monetary gains from the traditional practice through circumcision fees and fines. They suggested 
that the elders “follow up on minor transgressions because they are motivated by money”. 
Moreover, it emerged that even though medical MC remains unacceptable, there is an emerging 
trend where a medically circumcised boy can be admitted into a seclusion hut with his traditionally 
circumcised peers by paying a fine to the elders. Some individual families are also combining 
traditional and medical MC by having the medical provider circumcise the boys at home then 
inviting the traditional circumciser to examine and clear such boys to join in celebrations with the 
traditionally circumcised. In the view of one female, the elders are overlooking such changes in 
return for “something small”, meaning some monetary compensation:  
There are people here who are taking their children to the hospital…I took my child. A 
number of us put our children in one house, we called the doctor and he came to circumcise 
them there. But the traditional circumciser came to see them so that they could be allowed 
to celebrate with the others…you know the elders just want something small (Female 
adult).  
On their part, the elders among the adult male participants asserted that the government need not 
interfere any further in TMC practices since the measures currently in place have adequately 
addressed concerns about the risks of TMC. Despite the high cost of TMC ceremonies, one elder 
maintained that the Maragoli will carry on paying for TMC as it is where the elders “get their food”:  
For us...we shall pay and keep circumcising in the bush! You know that is where the elders 
get their food (Adult male).  
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Thus, it appears that for the Maragoli elders, the importance of TMC extends beyond the 
preservation of culture to a source of income. Vincent (2008b) writes that community leaders 
involved in the preservation of traditional culture resist “the intrusion of state influence into a 
domain where some of the poorest and most marginalized in the society seek to maintain a limited 
hold on power” (2008, p.87). Vincent suggests that such individuals have limited marketable skills 
and opportunities for the assertion of power or status. As the region becomes more integrated into 
global markets, these custodians of culture do not have ready access to any other currency or 
currency that they can readily covert into the coinage of the modern liberal capitalist order (2008b, 
p.89). Consequently, tradition is viewed as a limited “currency” with which to trade. Moreover, 
Amuyunzu-Nyamongo and Francis (2006) contend that erosion of livelihood systems in Kenya has 
undermined men’s capacity to support their families. Yet, it is during such economic uncertainties 
that men strongly cling to their decision-making roles in the community and within the household 
because those roles provide “anchors and points of leverage”.  
Indeed, the areas inhabited by the Luhya have experienced increasing poverty and collapsing 
livelihoods over the years. In the late 1990s, an estimated 31.5% of households in Western Kenya 
compared to 19.6% in other rural areas were poor (Place et al., 2003). In the mid-2000s, over half 
(57.6%) of the population in Vihiga county (where the Maragoli reside) lived below absolute 
poverty line (GoK, 2004; Nyangweso. et al., 2007). In 2017, Vihiga county’s poverty level was 
41% against the national level estimate of 45.9% (Vihiga County, 2013). In rural western Kenya, 
agriculture is the primary source of livelihood. However, agricultural production in this region has 
deteriorated with increased land fragmentation alongside a high population density. For example, 
in one survey conducted in Vihiga (Mwavali, 2009), 66% of respondents reported owning less than 
0.4 hectares of land. Subsequently, most households in Vihiga were found to suffer from reduced 
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income as well as food insecurity. Against this backdrop, the centrality of the elders in decision-
making, including their exclusion of younger men, and the economic importance that TMC has for 
them, can be understood as both a reflection of their dominant position in the context of patriarchal-
gerontocratic power systems and a coping mechanism for increased disempowerment in the face 
of economic decline. 
8.3.4 Factors associated with acceptability of MMC 
Against the factors that encourage the preservation of TMC, are those that are leading some to see 
the benefits of MMC.  
Awareness about the risk of TMC 
All participants appeared to be aware that the TMC procedure is implicated in HIV transmission. 
The mention of MC and HIV almost immediately elicited the explanation that each initiate takes 
their own blade to the circumcision ceremony to minimize the risk of HIV transmission. Other 
medical elements said to be integrated into the TMC practices to reduce the risk of infections are 
the use of gloves by the traditional circumcisers and tetanus injections for the initiates. Moreover, 
others said that parents are free to seek medical assistance at a health facility in cases of severe 
post-MC complications. Despite these measures, male youth felt that there are additional risks that 
need to be addressed. For example, a participant observed that the chance of the traditional 
circumciser using the same blade twice remains significantly high given the circumciser’s state at 
the time of performing the procedure and because all the blades are soaked in one water basin:  
We believe that the traditional circumciser is normally possessed…So long as his eyes have 
turned red then whichever blade he picks is what he will use [to circumcise]. Normally, all 
the blades are soaked in one water basin and he just picks [at random] as he moves from 
boy to boy (Male youth).  
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Another added: 
And due to that possessed mental state there have been cases where the circumciser cuts 
off the inner part instead of the foreskin…you know he just cuts quickly as he moves along. 
If he does that to your child and you have only one…it means you have lost your child. 
 
Others, including females, mentioned excessive bleeding as a key concern. One female participant 
said in addition to the risk of infection, it is the thought of their sons bleeding to death that causes 
the most unease among mothers as they wait to be informed about their son’s circumcision by the 
messenger:  
Outside you sing but inside you are in fear… What if your child bleeds too much and dies 
or what if he contracts a disease? That is what gives us apprehension (Female participant).  
 
In view of such concerns, all adult females and nearly all male youth indicated willingness to 
consider integration of MMC with TMC. Male youth suggested an approach whereby the procedure 
is performed traditionally but with a medical doctor “on stand-by” close to the circumcision sites 
to address emergencies, inspect the boys afterward, and to administer drugs to speed-up the healing 
process. They reasoned that integrating MMC in this way will address the risks and ensure that 
their cultural traditions are preserved: 
R1: Yes…so once the circumciser completes his work, the medical doctor can come in to 
examine the boys. So, my view is that yes, we should preserve our culture, because it is not 
good to lose it…Let us still have the bush but the doctors should be there to give medical 
attention…The world is changing but we cannot do away with circumcisers because it is 
our culture and we still need it.  
 R2: The doctor is just there for medical emergencies. And we should still have our MC 
every eight years so that we maintain our culture.  
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Cost of circumcision ceremonies  
Another view shared by most male youth and female participants is that the traditional circumcision 
practice is expensive. A female respondent remarked that “you cannot circumcise your child if you 
do not have resources”. There is a significant expense associated with TMC. First are the food-
related expenses that families incur to meet the nutritional requirements of the initiates and elders 
throughout the circumcision season. One female felt that the amount of money that families spend 
on food during circumcision ceremonies is “enough to buy a piece of land”  
R1: It [TMC] is a lot of work and money. For breakfast you must cook chapattis or 
mandazis [doughnuts] for them [the recuperating initiates]; .... then at ten o’clock, you 
must cook a thick porridge with a good amount of milk and sugar; by lunch time you 
prepare ugali with either chicken, beef or eggs and vegetables as accompaniments; at four 
o’clock tea should be ready…you see? (Female participant). 
R2: When you sit down and calculate the budget…you will notice that you spend enough 
money to buy a piece of land (Female participant). 
The females went on to explain that it is the women that experience the “pain” of these expenses 
because it is their role to plan for the meals. Moreover, it is the mothers that are often forced to find 
alternative means of meeting such expenses in instances the male partner is unable to provide for 
lack of income:  
R1: You may have a husband, but he does not have any money…If you ask him for money, 
he will tell you to ask the other women to help…and the other women will not necessarily 
help, they will say you should have been more organized. 
R2: Yes…so we normally celebrate but afterward we deal with big debts…debts that can 
take us even five years to settle.  
  
208 
 
 
Secondly, the preparation, cooking, and delivering meals to the initiates several times each day are 
labour intensive and time-consuming duties for women. During the circumcision season, women 
halt most of their other economic and household activities in order to cater for the initiates and the 
elders and/or assist the mothers of those that have had their sons circumcised.  
Thirdly, there are expenses in the form of a circumcision fee paid per initiate. The amount is set by 
the elders without much consultation with the families. Finally, monetary and non-monetary fines 
are imposed on or required from families and individuals for various reasons during the 
circumcision season. For example, to avoid inviting a curse on oneself for breaking a taboo, an 
individual may need to pay a fine to receive “cleansing” from the traditional circumciser. Also, if 
the traditional circumcisers “detect” a problem with the initiate, the initiate’s family is required to 
make some form of payment for the problem to be “fixed”. Because of all these costs, TMC is felt 
to be expensive. It is therefore primarily on economic grounds that Maragoli women argued for the 
adoption of MMC. The female participants reasoned that the medically circumcised heal faster 
which eliminates the need for a prolonged seclusion period thereby reducing the financial and 
labour costs associated with TMC.  
In the previous chapter, Kisii participants spoke about the cost of ceremonies as an important factor 
underlying the shift from TMC to MMC. Egesah et al. (2014) found that among the Bukusu where 
MMC is becoming increasingly acceptable, decisions to circumcise their sons or not, or to have 
them circumcised clinically or traditionally, are heavily tied to a family’s capacity to meet the 
financial cost of circumcision against needs such as school fees. Egesah et al. (2014) further 
calculated the financial costs involved prior, during, and soon after the two procedures and show 
that the amount spent on TMC is four times ($356 vs $89) that of MMC, not including other 
material costs. The bulk of the money is spent during circumcision to purchase the ceremonial bull, 
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food, alcohol, and to cover circumcision fees. Aside from food, other expenses include new clothes, 
shoes, bedclothes, and rewards for the initiate. Considering that 40.1% of rural households live on 
less than $32 (Ksh.3252) per month (KNBS, 2015), circumcision ceremonies appear to consume a 
significant portion of the household income as suggested by the women. Added to this is the amount 
of time involved in preparation (such as cooking), which represents a further financial burden for 
women who could have otherwise devoted that time to earning an income. 
The fact that it was women discussing the cost of circumcision as a burden, yet they seemingly play 
a peripheral role in decision-making is noteworthy. Amuyunzu-Nyamongo and Francis (2006) 
assert that amidst declining rural livelihoods in Kenyan societies including Western Kenya, women 
have increasingly shouldered household provisioning as men have opted out. To survive in a 
changing environment, women have found alternative ways and sources of income to cater for the 
survival of their families. Women for example organize themselves into groups from which they 
can access small loans. This explains why the men ask the mothers to ask for help from other 
women when they (the men) are unable to cater for circumcision expenses. Subsequently, it could 
be argued that the economic decisions that women make while playing their domestic role during 
circumcision seasons have positioned them, albeit indirectly, as stakeholders in the TMC practice 
and in the long term, women could influence whether their sons will be circumcised traditionally 
or medically on financial grounds.  
 “Change is coming” 
Despite doubting the elders’ support for the integration of MMC with TMC, male youth still felt 
that such changes will ultimately happen. One of the male youths expressed confidence that 
“change is coming” and maintained that even if his son will undergo MC traditionally, it will be on 
condition that a medical provider is also present in the bush:  
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R: I will take him [son] for traditional but with certain conditions. I will stick to my 
tradition if I know there are doctors in the bush.  
R2: So, if there are no doctors you will not? 
R1: I will wait. I know change is coming. 
Some female adults similarly opined that “culture is fading” away. They highlighted for example 
that there are families that are choosing to have their sons medically circumcised:  
There are several families that are opting for hospitals. Let the others keep singing… 
(Female adult). 
Moreover, the females argued that change will come because the younger, educated youth who will 
take over the TMC institution from the elders will notice the costs of traditional MC are too high 
(and the cost of living even higher) and therefore embrace MMC.  
I feel that as the older men pass away; the younger men who are more educated will notice 
that the costs of traditional MC are too high; then medical circumcision will be acceptable 
(Female adult). 
Others also perceived the adoption of MC by the Luo is a sign that the Maragoli culture will also 
soon change:  
I think culture is fading away. In the past the Luo did not want to get circumcised but just 
over the hill we have many Luo living there and they have gone for circumcision. Many 
have gone to the hospital.  If they have accepted to embrace MC, what about here where 
our culture is no longer that strong…? (Female adult). 
Female participants further highlighted actual instances of change towards MMC or integration of 
MMC and TMC and aspects such as female-headed households and interethnic marriages were 
implicated in these changes. For example, according to some female participants, male children 
from single female-headed households and/or whose fathers are unknown are more likely to be 
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circumcised medically because they lack someone to “sponsor” them for traditional MC. One 
participant working as a community health worker revealed having organized for such boys to be 
circumcised in the free VMMC sites in recent years:   
Across the border…there is a facility, which was one of the first to start providing 
VMMC, and they recruited me as a community health worker […] I took some children 
from this area there for circumcision…because in our culture there are some children 
that if the father is unknown and they do not have a male person to sponsor them for 
traditional circumcision, that child has to be taken to hospital.  
Also, some boys are medically circumcised because their fathers are from non-TMC ethnic groups:  
I have my grandson…his father is Turkana [a non-TMC ethnic group] and he was being 
teased in school. So, I called his father and he said it was not in their culture to 
circumcise men, but it was okay if it could be done in a health facility (Female adult). 
It further emerged that it is often the case that boys living in rural areas but whose parents live and 
work in the city undergo MMC:   
Here there are some parents who live in the city. They come and take their children for 
circumcision in the city so when the child comes back, he is already circumcised (Female 
adult). 
Changes in attitudes towards TMC were also exemplified by female youth’s opinion that TMC is 
an outdated practice that does not have a single advantage or benefit compared to MMC. They 
spoke about how medically circumcised men experience less pain and faster healing whereas the 
traditionally circumcised “suffer and suffer until the wound heals on its own”. Additionally, female 
youth were critical of the various taboos and restrictions surrounding TMC, many of which they 
felt only disadvantage women. Therefore, female youth argued that traditional MC has “only 
losses” and no advantages and suggested that the community should simply adopt MMC.  
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8.4 Conclusion  
Traditional MC and initiations are understood to be a significant cultural tradition for various 
communities in Kenya and Africa. Yet, MC in traditional settings has also raised public health 
concerns about the safety of the procedure and higher risks of complications. In the wake of 
emerging evidence linking medical MC to lower risks of HIV infection, understanding the 
motivations, meanings and significance of the practice in contemporary society has become 
important as part of broader efforts to integrate safer procedures into TMC practices. In Western 
Kenya, efforts to promote MMC in traditional settings have progressed slowly, partly because of 
the lack of clarity about how traditional MC is organized or the meanings and significance of TMC 
in contemporary settings (NASCOP, 2015). 
In this chapter, I have presented findings concerning the organization, meanings, and significance 
of MC in a TMC community. The findings show that in this community, MC is performed by a 
traditional circumciser, in traditional settings and initiation rites such as seclusion of initiations are 
commonly observed. TMC in this community is significant as a rite of passage and for the 
attainment of social manhood status with an emphasis on pain as proof of masculinity. In addition, 
TMC is meaningful as a marker of ethnic distinction from the non-TMC Luo and from other Luhya 
subtribes, which combined with the aspect of pain as a way of achieving manhood status, explains 
why the Maragoli have held on to TMC longer than the Kisii. As noted in the previous Chapter, 
MC was reported to no longer be important as a marker of ethnic boundaries between the Kisii and 
the Luo. However, it is important to note that the Kisii also practice female circumcision. One of 
the factors explaining the persistence of female circumcision among the Kisii despite its 
criminalization in Kenya is that it is seen as a cultural identifier for the community (Njue & Askew, 
2004). Njue and Askew (2004) documented women who in their opposition to medicalization of 
  
213 
 
 
Kisii female circumcision expressed their displeasure that medically circumcised females are 
becoming “just like the Luo” and as a result “the Omugusii [Kisii] distinctiveness is fast 
disappearing”. As such, it would appear that female circumcision (which is mostly performed by a 
traditional circumciser) continues to offer ethnic distinctiveness for the Kisii in the absence of TMC 
initiation rites. The Maragoli however do not practice female circumcision.  
The findings also indicate that male youth are questioning the meaning of MC as a rite of passage 
because of what they perceive as inconsistencies between the stable elements of the procedure, 
changes such as the age at MC, and contextual realities such as urbanization. From this questioning, 
the notion that MC is perceived as relevant chiefly in relation to male sexual virility rather than 
marking transition from childhood to adulthood is emerging. I suggested that association of MC 
with sexual virility among Maragoli youth is not merely an outcome of disintegrating socialization 
structures as has been argued by other scholars but also their integration into global youth culture 
through the spread of musical genres such as hip-hop and Jamaican raga that emphasize sexual 
potency and are accessible via new media platforms and the internet. The idea of sexual potency 
has further boosted preference for TMC, and the role of TMC as a symbolic marker of ethnic 
differentiation. Thus, beliefs and ideas about TMC are emerging from a combination of traditional 
and modern ideas. Further, economic pressures are leading young adults to reconsider the value of 
traditional circumcision in light of the financial costs involved in circumcision ceremonies against 
the prevailing costs of living and other economic needs, and the elders to focus on the economic 
value of the tradition. Therefore, the importance of TMC in contemporary Maragoli society is being 
evaluated within a framework of modern cost- benefit rationality
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CHAPTER NINE: SUMMARY AND CONCLUSION 
9.1 Study summary  
In this concluding chapter, I summarise the key findings from this research alongside their 
implications for ongoing debates about the introduction of MMC for HIV prevention in Kenya and 
other African countries. In this thesis, my aim was to examine the impacts of “modern” biomedical 
knowledge on traditional practices, ideas, and beliefs and vice versa with the practice of male 
circumcision in Western Kenya as a case study. In Chapter One, I provided an overview of the 
impacts of modernisation, including “modern” biomedical interventions, on traditional societies. I 
argued that the impacts of modernisation on societies are intensifying with processes such as 
globalization. In African societies, the spread of biomedical knowledge has also accelerated 
through health promotion programs which involve concerted efforts to induce behaviour change. I 
provided an overview of MMC as one of the most recent biomedical interventions for HIV 
prevention and its implementation through the VMMC programs. I raised the issue of what impact 
this program is having on societies in Western Kenya, and conversely how traditions and 
modernization in Western Kenya are impacting on the objectives of the program. 
In Chapter Four, I noted that the introduction of MMC has generated debates, questions and 
concerns ranging from acceptability of the intervention in different settings, and the implications 
(including unintended impacts) of the intervention for gender and sexuality, and for the practice, 
meanings, and significance of the cultural practice of MC which is common among various African 
ethnic groups. I stated that these questions and debates have broadly referenced the subject of 
probing the social worlds of the targeted populations which I argued have been largely neglected 
in previous studies. I therefore aimed in this thesis to “interrogate” the contextual factors associated 
with the introduction of MMC for HIV prevention and with the cultural practice of MC. In Chapter 
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Three, I also discussed that while health promotion programs have led to changes in practices, 
beliefs, attitudes, and behaviours, how biomedical knowledge is taken up or impacts individuals 
and populations is mediated by a range of factors, as evidenced in Chapter Four in my discussion 
of HIV/AIDS and HIV prevention interventions.   
Using a mixed methods multi-site case study research design described in Chapter Two, qualitative 
data from focus groups discussions was collected from three ethnic groups in Western Kenya with 
divergent circumcision practices. In addition, one household survey with a TMC group, and another 
with a non-TMC community were carried out. The findings from the household survey were 
reported in Chapter Five while results from the focus group discussions from each of the three 
ethnic groups were presented in Chapters Six to Eight.  
Findings from the household survey helped to gauge the extent of similarities and/or differences 
between the non-TMC and TMC communities in their awareness, knowledge, beliefs, and 
perceptions about MC and MMC for HIV prevention based on their level of exposure to the VMMC 
program. The results showed a significantly higher likelihood of associating MC with HIV 
prevention, and a higher awareness about MMC for HIV prevention among respondents from the 
non-TMC community compared to those from the TMC community. No significant differences 
were found between the two communities regarding beliefs about MC and HIV infection and 
perceptions associated with MC. However, I pointed out that the degree to which those from TMC 
communities may adjust their beliefs with increased awareness of the intervention is an area for 
further research. The two communities showed similar levels of agreements with perceptions such 
as women prefer circumcised men, MC enhances sexual performance, MC shows a man is modern 
and MC enhances masculinity. These perceptions were subsequently explored in the focus groups 
discussions. These findings give insights into the level of diffusion of information about the 
intervention, and baseline beliefs about MC and risk of HIV infection.   
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9.1.1 New dimension, new identities  
The first case study covered findings from the Luo community and was presented in Chapter Six. 
The Luo do not culturally practice MC and the geographical areas that they predominately occupy 
have the highest HIV/AIDS prevalence rates in the country. The lack of circumcision is associated 
with a high HIV/AIDS prevalence in those areas. Subsequently, the Luo community was prioritized 
for the scale-up of the VMMC program in Kenya.  
With the first phase of implementation, the VMMC program had met and surpassed its targets for 
this region and the prevalence of MC has considerably increased in this community over the years, 
reflecting the level of acceptability of the intervention. Results from the household survey showed 
that 97% were aware that MMC is promoted as a HIV prevention intervention, and 84% associate 
MC with HIV prevention when it was included in a list of other measures. Respondents in the 
household survey further indicated interpersonal sources (e.g. peers), mass media (radio), and 
health facilities as their key sources of information about the intervention. Thus, the eight years 
since the introduction of the VMMC program, when the household survey was conducted, indicates 
that the vast majority of those residing in the areas initially directly targeted with information 
campaigns are aware and have internalised the message that MC is an additional HIV prevention 
method. 
In the focus group discussions, I explored the factors underlying acceptability of MMC in this 
community. Three key themes emerged around acceptability of MMC: health; social aspects; and 
politics. Regarding health, participants spoke about the HIV prevention benefits of MMC, hygiene, 
and reduced risk of cervical cancer for their female partners as the reasons they choose the 
procedure for themselves or encouraged their sexual partners, sons, or other men to undergo the 
procedure. That is, the participants presented themselves as rational actors in the face of health 
information messages, with MMC being viewed as the right thing to do to minimize their own risk 
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of HIV infection and of others in the community. Indeed, results of the household survey showed 
high levels of knowledge about the benefits of MC for the prevention of HIV and respondents had 
adequate understanding that the procedure is only partially protective against HIV infection. 
The social aspects that emerged as motivators for acceptance of MMC included adherence to peer 
norms, enhanced sexual performance, marketability of Luo men as sexual partners, and credibility 
as political leaders. Further, the discussions revealed that tied to these social aspects were 
experiences of denigration of uncircumcised Luo boys and male youth, rejection of Luo youth as 
sexual partners, forced MC of Luo men, and political marginalization of the Luo on the basis of 
their non-circumcising culture in a setting where the majority of the other ethnic groups in Kenya 
culturally practice MC. Hence, for the Luo a non-circumcising culture is not only a risk factor for 
HIV/AIDS but also a “burden”. The study further found that the importance of circumcision status 
has become even more urgent in recent years because factors such as education and labour 
migration have facilitated increased contact between the Luo and the circumcising groups, thereby 
heightening the unfavourable non-circumcising identity and its consequences (e.g. bullying in 
schools, rejection of Luo men as sexual partners, and forced MC).  
In light of these factors, I argued that the uptake of MMC by the Luo is heavily shaped by socio-
cultural factors concerning masculinity and social acceptability that go well beyond the perceived 
health benefits of the intervention. I contended that undergoing MMC, particularly for Luo male 
youth, is not only about disease prevention but also the opportunity to fashion their identities 
positively by aligning with MC as the dominant cultural norm. In fact, it emerged that there was a 
pre-existing demand for MC before the introduction of VMMC driven by the desire to avoid 
denigration, marginalization, forced MC, or rejection by female sexual partners. Aligning with MC 
as a dominant cultural and social norm marks a shift away from tribal identity to a regional cultural 
identity. In this way, the introduction of the VMMC program has contributed towards the 
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transformation of social identities at the same time as the construction of health knowledge 
associated with MMC is shaped by existing ideas and beliefs linked to the cultural practice of MC. 
Consequently, I concluded that although health is the primary rationale for the introduction of the 
intervention, acceptability of MMC and the success of the Kenyan VMMC program in Western 
Kenya is connected in complex ways to the negotiation of identities by the Luo within the 
framework of existing regional cultural ideals.  
The findings from this case study are in agreement with other studies, as discussed in Chapter Four, 
reporting that government support has been important in overcoming resistance to MMC, but that 
localised factors, such as the influence of peers, women’s preference for circumcised men, and 
interethnic relations, have played a significant role in increasing uptake of MMC for HIV 
prevention. By situating these factors within the context of identity negotiation, the findings from 
this research offer an understanding of the social context that is helpful in explaining why the same 
factors have not achieved the same level of success in other settings. Moreover, these findings 
demonstrate the indirect impacts of the program beyond what was intended by the program 
implementers.  
9.1.2 Disintegration of traditions, disruption of identities  
In Chapter Seven, I presented findings from the second case study concerning the Kisii. The Kisii 
traditionally practice MC, but it was found that MC in contemporary Kisii society is practiced 
differently from how it was practiced in the past. Today circumcision of Kisii boys is performed 
by a medical provider in a hospital setting whereas in the past the procedure was performed by a 
traditional circumciser. In addition, the findings indicated that other traditional elements of MC 
such as seclusion of the initiates, social and sexual socialization of the initiates by designated 
mentors, and communal celebrations to mark integration of initiates into the society as adult men 
are no longer observed. Therefore, MC is not only medicalized but has become private, 
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individualistic, and delinked from its traditional educational and socialization function. Besides 
changes in circumcision practices, MC status is not perceived as a barrier to intertribal mixing 
between the Kisii and the Luo which was the case in the past. In contemporary society, ethnic 
relations, including sexual relations, between the two communities were said to have greatly 
increased.  
Participants pointed to the introduction and spread of Christianity, formal western education, the 
economic context, and public health concerns as contributing to changes in Kisii’s MC practices. 
Moreover, it emerged that the disintegration of Kisii TMC practices is not a recent phenomenon 
accompanying the current MMC for HIV prevention discourse; rather these changes are an outcome 
of the community’s progressive submission to colonialism and colonial institutions since the 
colonial conquest of the Kisii, yielding to modernisation and adjusting to the threat of HIV/AIDS 
much earlier when ritual MC was implicated in HIV transmissions. Although the VMMC program 
is not responsible for the transition from TMC to MMC in this community, participants opined that 
disease prevention is the primary reason their forefathers practiced MC. Hence, I suggested that 
knowledge about MMC for HIV prevention could potentially influence a shift in the rationalization 
of the procedure.   
Perspectives about the significance of MC in contemporary Kisii society highlight two broad issues: 
that medically circumcised men are not transitioning into adulthood in any clear-cut, ceremonial 
manner; and that there is a perceived state of identity crises, social and moral disorder characterising 
the current youth generation composed of medically circumcised men. These issues, mainly raised 
by the older respondents, were believed to be a product of the disintegration of the community’s 
traditions including traditional MC and initiation rites. Accordingly, participants spoke with 
nostalgia about the “stability and order” of the traditional MC era and advocated for the revival of 
some of the initiation rites as a way to address the perceived crises and disorder. I showed in my 
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analysis that while these issues were discussed in reference to medicalization of MC and the loss 
of initiation rites in this community, the fact that it was the older respondents raising them is perhaps 
more reflective of the broader effects of detraditionalization, generational conflict and particularly 
the decline of the elders’ power over their juniors resulting from the transformation of the Kisii’s 
patriarchal power structures which began with colonization and has accelerated with factors such 
as education and urbanization. As such, I contended that the perceived social decay cannot be fully 
explained as an outcome of discarding initiation rites, for it is also a symptom of disintegrating 
gerontocratic power structures which are the foundation of such rites. Previous studies in Kenya 
(Njoroge, 2014) have similarly drawn attention to the transformation of circumcision practices and 
modifications to initiation rites in “modern” ways to align with the traditional significance of the 
procedure, but the findings here suggest that such attempts to modify or revive initiation rites are 
also linked with the preservation or restoration of patriarchal gerontocratic power structures. 
9.1.3 Resisting change 
In Chapter Eight, I presented findings from the third group, the Maragoli. The Maragoli occupy the 
geographic region adjacent to the Luo and are part of the larger Luhya ethnic group. The household 
survey showed that 60% of Maragoli associate MC with HIV prevention and a similar proportion 
were aware that MMC is being promoted for HIV prevention.  
However, MC among the Maragoli is still structured and organized in accordance with the rites of 
passage model (separation, seclusion, and integration of initiates), and is performed by a traditional 
circumciser in traditional settings under the supervision of the elders. MMC is not acceptable and 
the medically circumcised are not accorded manhood status. Moreover, decisions concerning MC 
are principally made by the elders who oppose MMC. The findings also uncovered the meanings 
associated with the procedure, various traditional beliefs, particularly spiritual traditions, against 
which preference for TMC is rationalized. The belief among male youth that traditionally 
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circumcised men are more sexually potent than the medically circumcised stood out in the way it 
is entwined with the role of TMC as a symbolic marker of ethnic distinctiveness centred on 
masculinity. I suggested that ethnic distinctiveness is a key reason underlying the persistence of 
TMC among the Maragoli.  
Furthermore, it was found that underlying the elder’s resistance to MMC is the fact that TMC is 
for them a source of livelihood, and to the extent that the traditional authority structures remain, so 
too does the importance of TMC for the time being. Traditional authority structures are reinforced 
by economic changes in which the elders find themselves with few alternative sources of income 
other than the payments they receive for officiating TMC rituals. Yet, at the same time economic 
pressures are leading some members of the community, particularly women, to favour a break with 
TMC in order to reduce costs. Other tensions are emerging in relation to medical complications 
involving TMC (an outcome of the medicalization of MC), resistance to patriarchy (an outcome of 
trends towards gender equality) and the demise of tradition generally, all of which are part of 
modernisation processes that are affecting the Luhya. Combined, these factors consist of barriers 
and facilitators to the adoption of MMC. 
9.5 Overlapping issues 
9.1.4 “Sharpening the pencil”: MC and male sexual virility 
A common finding across all three sites was the association of MC with male sexual virility and/or 
female sexual desires. Among the Luo, the belief that MC improves sexual performance, and 
circumcision enhances sexual pleasure for men and women has extensively influenced the uptake 
of VMMC. For Kisii males, their sexual performance and women’s sexual expectations form an 
important basis for the rationalization of MC in a contemporary setting where other aspects of 
traditional MC have extensively changed, whereas among the Maragoli, the perceived effect of 
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MMC and TMC procedures on the size of the penis emerged as a potential barrier to acceptability 
of MMC.  I argued that male participants’ concern about their self-image and women’s evaluation 
of their masculinities in relation to their sexual performance and penis size highlights the dominant 
form of masculinity in many cultures which emphasizes men’s sexual prowess and sexual 
performance and penetrative intercourse. Idealised masculinity involves strong dimensions of 
virility and men strive to align with this ideal (Fleming et al., 2017). Moreover, some studies have 
noted that traditional initiation rites reinforce sexual virility as an aspect of masculinity such as 
when men are encouraged to have sex after MC (Vincent, 2008a; Njoroge, 2014). What has also 
been overlooked is the way that emphasis on male sexual virility and its association with 
circumcision is being reinforced by the influence of modern Western youth cultures such as hip 
hop, which have inspired Kenyan youth (along with other African youth) as a result of globalization 
(Ntarangwi, 2009).  
Within this broader discourse around sexual virility, the practice of a certain type of circumcision 
(either medical or traditional) then becomes the basis for ethnic differentiation and a group’s 
orientation to the traditional/modern continuum, which is determined by a range of factors such as 
economic pressures, urban-rural location, political influences, tribal divisions and medical 
understandings. Each of these factors are implicated in processes of modernisation that are 
reshaping Kenyan society, particularly detraditionalization, individualisation and medicalization, 
which simultaneously synergise and clash with traditional ideas. All this provides the context in 
which ideas about medical circumcision resonate with or are resisted by Kenyans in ways that are 
broader in scope than the VMMC programs themselves. 
In summary, the findings from the three case studies add to ongoing debates about the impacts of 
promoting MMC for HIV prevention in non-circumcising communities and circumcising groups. 
Some of these findings have practical implications for program implementers. The results from the 
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household survey can be useful to evaluate changes in beliefs about MC and risk of HIV infection 
in the circumcising community. Chapter Seven offered insights for program implementers about 
the barriers and opportunities for the envisaged integration of sexual and reproductive health 
education programs with the cultural practice of MC. The meanings and beliefs uncovered in 
Chapter Eight could be utilised by program implementers in the designing of culturally appropriate 
messages in their efforts to integrate MMC and TMC. The discussion about MC and sexual virility 
is also important to note from a program perspective. In using demand creation strategies that 
leverage or align with prevailing normalized masculinity ideals, the biomedical discourse on MC 
risks reinforcing beliefs that have stymied ethnic harmony and female equality. Rudrum et al. 
(2017) make a similar observation when they note for instance that in Uganda’s VMMC campaign 
dubbed “Stand Proud, Get circumcised”, women were featured in various posters displaying 
surprise and disbelief supposedly over an uncircumcised penis with captions such as “forget about 
size, you mean you are not circumcised!” Moreover, although men were the target audience, it is 
only women who were featured in all the posters. The authors state that “this dominant feminine 
voice is invoked in order to signal how men might more closely align to hegemonic masculinity by 
being circumcised, not necessarily for the body aesthetic itself but for the masculine capital it 
purportedly carries in attracting the opposite sex” (p.229). 
9.6 Health communication and health behaviour: understanding context  
As discussed in Chapters One and Three, health promotion is the principle health response in many 
developing countries today. Health promotion programs are concerned with the health of 
populations and ‘at risk’ individuals. An underlying assumption in health promotion programs is 
that increasing access to information will enable individuals to take control of their health. Thus, 
health promotion programs aim to disseminate health knowledge through various strategies while 
relying on scientific evidence to prompt behaviour change at the individual level (Petersen & 
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Lupton, 1996). In Chapter Three, I expounded on the use of mass media and interpersonal sources 
such as peers, community health workers, and community leaders as some of the common strategies 
used in health communication as part of health promotion in contexts such as Kenya and in Chapter 
Four, I highlighted the strategies involved in the dissemination of MMC for HIV prevention. 
Further, I highlighted the extent to which health promotion activities can influence health 
knowledge, attitudes, beliefs, and behaviours. Increased knowledge about HIV transmission and 
prevention due to exposure to mass media for example is associated with increased condom use 
and HIV testing. Mass media campaigns have also been successful at increasing contraceptive use 
and child vaccinations. Interpersonal sources have similarly been effective at increasing uptake of 
health interventions including VMMC.  
However, I highlighted that the uptake of biomedical interventions is not always straightforward, 
and that the effectiveness of health promotion programs is mediated by a range of structural and 
cultural factors. Structural factors include political and economic systems, while cultural factors 
range from gender and cultural norms and perceptions about disease aetiology. As such, health 
planners have acknowledged that the relationship between health communication, the intended 
audience, and the environment is complex. The complexity of the social context, interrelationships 
between these factors, and how change in one dimension can affect another dimension is depicted 
in social ecological models of health promotion as discussed in Chapter Three. Accordingly, the 
findings presented from Chapters Six to Eight reported multiple structural and cultural aspects 
linked to beliefs and ideas about MC in three different settings, highlighting the complex 
environment in which health communication and health behaviour are embedded. In this regard, I 
turn now to a summary of the contribution of this research for the use of a social ecological 
approach in assessing the impacts of health interventions.  
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9.6.1 Understanding cultural and socioeconomic context 
This research has shown that probing the macro system (sociocultural, political, and economic 
context) is necessary for distinguishing the impacts of the program from the impacts of other 
factors. That is, to ascertain the role of a health program in the transformation of beliefs, behaviours, 
and attitudes, confounding factors that may have played a more significant role in those changes, 
such as sociocultural, political, and economic factors, need to be considered. This permits a better 
understanding not only of the impacts of the program on communities, but also of impacts on the 
program, which is what a social ecological approach is attuned to conceptualising – namely the 
interrelationship of factors. 
The use of a sociological lens in this research brought out modernisation factors such as 
colonialism, missionisation, international development, globalization, detraditionalization, 
individualization and medicalization as part of understanding the impacts of biomedical 
knowledge. Moreover, these factors produce varying micro level impacts depending on gender, 
age, residence, generation, and even ethnic group. For example, findings from the first Chapter Six 
showed that detraditionalization and individualization have facilitated acceptance of MMC among 
youth, whereas the same factors underlie the calls for revitalization of TMC rites by older men and 
women as reported in Chapter Seven. Apart from describing the general influence of modernisation 
factors on the transmission and interpretation of MC as a biomedical intervention, previous studies 
have not been specific about the ways such factors affect different populations. Findings from the 
Chapter Eight also showed that the importance of MC for male youth’s sexual identities is emerging 
in a dynamic context consisting of factors such as globalization, urbanization, ethnic differentiation, 
and medicalization. As noted earlier, previous studies have so far noted the increasing association 
of MC with sex but have not fully accounted for the broader influences in this development, placing 
emphasis instead on the role of the elders in initiation rites.  
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9.6.2 Distinguishing phenomenological factors from actual factors 
Interrogating the sociocultural, political, and economic context helps with distinguishing 
phenomenological factors and actual factors. This study was concerned with circumcising and non-
circumcising groups’ perspectives about the meanings and significance of MC and then making 
sense of these perspectives within the broader intellectual discourses and theoretical frameworks. 
This analysis process highlighted other dimensions and explanations beyond, and at times in 
conflict with, the explanations and observations offered by the participants. Notably, local realities 
and their explanations in some instances appeared to be inaccurate when conceptualized from a 
wider point of view. The findings from Chapter Eight demonstrate this point such as the way in 
which the views of the elders that social decay and masculinity crisis are consequences of 
medicalization of MC were contrasted against broader social change factors impacting on the 
community to arrive at the conclusion that the perceived social decay and crisis is a symptom of 
the overall detraditionalization of the Kisii society rather that only changes in MC practices. 
Therefore, the assessment of the impacts of a health program in a way that distinguishes the 
phenomenological and actual factors is important not only for understanding program effectiveness 
but also the extent to which emic explanations are inconsistent with etic explanations as 
misunderstandings can lead to behavioural impacts, shape the contexts, and lead to contradictions 
that can results in social conflict and change. Again, a social ecological approach helps 
contextualise emic understandings by exploring the social dynamics, such as generational change 
and detraditionalization, that makes sense of variable and in some cases opposed viewpoints. 
9.6.3 Understanding factors as interrelated 
The study has shown that elements such as masculinity, ethnic identity, community integration, 
political status, and ritual practices are closely connected. The findings from Chapter Six for 
example, show how ethnic identity, masculinity and political status are tied to MC. Chapter Seven 
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discussed the relationship between ritual MC, masculinity, and communal (dis)integration, while 
Chapter Eight elaborated on the relationship between the persistence of TMC, ethnic 
distinctiveness, and masculinities. This research also found that different forms of capital (social, 
cultural, financial, and political capital) intersect and that medical MC is embedded in these 
relationships. The findings in Chapters Six and Seven particularly highlight the intersections 
between these forms of capital and MC. These relationships are subject to change through 
structuration.  
In summary, I contend that public health messages intersect in complex ways with the existing 
cultural and socioeconomic contexts. These intersections offer both opportunities for and barriers 
to program effectiveness. Moreover, medical interventions and health communication campaigns 
operate within a dynamic, multifactorial context which makes any straightforward impact 
assessment difficult if not impossible. In the case of HIV prevention interventions, the scale-up in 
recent years of antiretroviral-based HIV prevention which was discussed in Chapter Four will 
potentially disrupt the knowledge transmission process by engaging communities in new and 
different ways, inevitably reshaping the context within which the impacts of VMMC can be 
understood. This research has expanded the understanding of contextual factors, behavioural 
influences, factors to be addressed by interventions, and how interventions can impact change.  
9.7 Limitations and directions for further research  
Previous research has established that the structural and cultural factors including traditional beliefs 
play an important role in shaping health behaviour and determining the effectiveness of biomedical 
health interventions. My research complements these studies by elaborating the factors associated 
with acceptability and resistance to medical male circumcision in Western Kenya and interrogating 
the social context in which these factors are grounded. The previous sections discussed how these 
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factors intersect and the contribution of this research to the social ecological approach. Here, I 
discuss the research limitations and the implications of these findings for future research.  
My analysis was based on data collected at one point in time. Although I used previously 
documented accounts of TMC to complement my analysis, the findings reported in Chapters Seven 
and Eight primarily relied on participants accounts and perspectives about changes in TMC 
practices from a particular time and place. My research cannot therefore make strong claims about 
how some aspects of MC practices have changed over time and the extent to which participants 
accounts differ from actual events. Observational and longitudinal ethnographic studies could 
address this shortcoming while drawing on my research as a starting point. Such studies could for 
example conduct observations of MC practices throughout the circumcision season at different 
times to compare any changes over time and associated factors.  
Another limitation originates from my research setting. This study was conducted in Western 
Kenya which was an appropriate context for examining MC practices given the differences between 
the three communities and is the region where VMMC was first implemented. However, the shared 
geographical boundaries between TMC and non-TMC communities is unique to Western Kenya. 
The findings may not therefore be generalizable to other parts of the country. Additionally, data 
was collected from only four areas in Western Kenya which may not be representative of the entire 
region. It is possible, for example, that traditional MC is practiced elsewhere in Kisii County. It 
would be interesting to compare circumcision practices among other ethnic groups in the country 
or other parts of Western Kenya to establish the extent of similarities and differences in perspectives 
about MC and the contextual factors that emerged from this study.   
Throughout this thesis I have demonstrated that individuals and communities interact and 
synthesise “modern” biomedical knowledge by combining biological, behavioural, socio-cultural, 
economic, political factors as well as identities and social networks, relationships, and roles in 
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multifaceted ways. Subsequently, individuals and communities that form the targets of health 
interventions position themselves within certain cultural, socioeconomic, political, and historical 
spaces while making sense of health information from a mindset that is neither fully traditional nor 
fully modern. Yet, because these contextual factors are not static, the targets of health interventions 
are always redefining and rearranging their positions and beliefs as they are confronted with 
structural changes and new biomedical knowledge. During this process, communities and 
individuals are shaped anew and in unanticipated ways. Consequently, biomedical procedures and 
health interventions such as MMC for HIV prevention become much more than merely medical 
matters when they reach the targeted populations. Therefore, as this study has demonstrated, 
understanding the extent and nature of program impacts calls for a context-specific studying of the 
interplay between individuals, health interventions, and the social environment.
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Appendix A: Letter of information (FGDs) 
Investigator (s)              Miss Margaret Kabare 
Contact Person  Miss Margaret Kabare 
Address   Murdoch University, 90 South Street, Murdoch; Western Australia 
Mobile No:                     0725 821 888  
You are invited to participate in this study. 
Background 
Research has shown that medical male circumcision reduces the risk of HIV acquisition in male-
female sexual relationships. Some communities have been practicing male circumcision as a 
cultural rite of passage or for religious while others have only recently adopted the practice due to 
its health benefits and HIV prevention benefits in particular.  We are interested to learn different 
perspectives emerging from community members regarding male circumcision in this region. So, 
we are inviting you to participate in a discussion/interviews over the next 4 weeks. 
This study is part of my degree (PhD) in Sociology), supervised by Dr Jeremy Northcote.  
Aim of the Study 
We would like to know and understand differences and similarities in awareness, knowledge and 
understandings of male circumcision for HIV prevention among men and women from different 
ethnic groups in Western Kenya. We will also ask you for recommendations for future programme 
implementation. We are conducting this study in two study locations in Western Kenya. 
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What Does Your Participation Involve? 
We will ask you to attend a group discussion. This means that you will be interviewed in a group 
session with each person getting an opportunity to respond and give their opinions and views. 
Examples of questions we will ask are; what do you understand by voluntary medical male 
circumcision, what have been your main sources of information? What is the meaning of male 
circumcision in this community? During the session: the interviewer will facilitate the discussions 
by asking the questions and giving everyone an opportunity to give their responses. Male 
participants have the option of being interviewed by a male interviewer. A note-taker will also be 
present to take notes. The session will also be audio recorded. No names will be included in any of 
the study materials. We shall not be taking pictures or video recording the session. There is no right 
or wrong answers; we just want your opinions and views about the research topic.  
Voluntary Participation and Withdrawal from the Study 
Your involvement is this study is voluntary and you are free to withdraw at any time without any 
explanation. If you withdraw, information you have provided will be destroyed. However, because 
the sessions will be audio recorded, it may not be possible to destroy all your responses.  
Your privacy  
Your privacy is very important to us. Your participation in this study and any information will be 
treated in a confidential manner. Your name and identifying details will not be used in any 
publication arising out of the research.  Following the study, the data will be kept in a de-identified 
format, in a locked cabinet.  
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Possible Benefits 
If we are able to take the findings of this small study and link them with a wider study, the result 
may be valuable information for others, and it may be used to guide future studies and programs. 
The information will be used to write a report so that other researchers can learn about the 
information we obtained from this study.  
Possible Risks 
There are no specific risks anticipated with participation in this study. However, if you find that 
you are becoming anxious you will be advised to receive support from the nearest health facility or 
alternatively, we will arrange for you to see a counsellor at no expense to you. 
Reimbursement: Your will be reimbursed Ksh. 200 for your transport expenses.  
 
Questions 
If you would like to discuss any aspect of this study please feel free to contact either Margaret 
Kabare on 0725 821 888 or Jeremy Northcote on +619360 2063. Either of us would be happy to 
discuss any aspect of the research with you. If you have any concerns about our rights, the Moi 
University/Moi Referral Hospital Ethics review board can also be reached on 0787 723 677  
 
We would like to thank you in advance for your assistance with this research project.  
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Appendix B: Consent document (FGDs) 
1. I agree voluntarily to take part in this study. 
2. I have read the Information Sheet provided and been given a full explanation of the purpose of 
this study, the procedures involved and of what is expected of me.  
3. I understand that I will be asked to: 
4. Participate in the discussions by responding to questions concerning male circumcision including 
beliefs, and perceptions 
5.  I understand that my responses will be audio recorded 
6. The researcher has answered all my questions 
7. I understand I am free to withdraw from the study at any time without needing to give any reason. 
8. I understand I will not be identified in any publication arising out of this study.  
9. I understand that my name and identity will not be collected 
10. I understand that all information provided by me is treated as confidential and will not be 
released by the researcher to a third party unless required to do so by law. 
Name of participant:  ________________________ 
Signature of Participant: ________________________ Date: ….... /..…../……. 
I confirm that I have provided the Information Letter concerning this study to the above participant; 
I have explained the study and have answered all questions asked of me.  
 
Signature of researcher:  ________________________ Date: ….... /..…../…….
  
285 
 
 
Appendix C: FGD guide (non-circumcising community) 
 
 
 
 
 
 
Facilitator’s welcome, introduction and instructions to participants  
Welcome and thank you for volunteering to take part in this focus group. You have been asked to 
participate as your point of view is important. I realize you are busy and I appreciate your time.  
This focus group discussion is designed to assess your current thoughts and feelings about 
MC/VMMC. The focus group discussion will take no more than two hours; refreshments will be 
served during the session. As I mentioned earlier, we will be tape-recording the discussion. May I 
tape the discussion to facilitate its recollection? (If yes, switch on the recorder) 
Anonymity and voluntary participation:  Despite being taped, I would like to assure you that the 
discussion will be anonymous. I and the other focus group participants would appreciate it if you 
would refrain from discussing the comments of other group members outside the focus group. If 
there are any questions or discussions that you do not wish to answer or participate in, you do not 
have to do so; however please try to answer and be as involved as possible.  
Discussions questions 
A) Context 
1. Is HIV/AIDS seen as a major health concern in this community and why? 
2. What are some of the strategies you know for HIV prevention? 
FGD #...................................            Location……………………….              
Date…………………………………. 
Name of Moderator……………………………………. 
Name of Note-taker………………………………….... 
Start………………………………………                                                        
Stop…………………………………… 
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B) Male circumcision   
1. What can you tell me about male circumcision?  
2. Have you heard about VMMC?  
3. What have you had about VMMC programme and what are your views about what 
you have heard?  
4. Going back to when the VMMC program was introduced:   
• Could you share your recollection of the activities involved in the introduction of 
VMMC? 
• What can you remember about what males/females/youth/your peer group said 
about the program?   
5. Comparing the community’s perceptions then and now;  
• Could you share in detail how in your view perceptions towards VMMC are 
different?  
6. Reflecting on some of the ways that male circumcision is discussed today in this 
community, 
• What do men/women/youth talk about concerning MC and how do they talk 
about it?  
7. As a [male/female/youth] member of this community, what does male circumcision 
mean for you?  
8. What additional information about male circumcision would you like to share?  
Closing:  Any additional information you wish to share?  
This concludes our discussion today. Once again, I thank you for creating time to talk to us.  
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Appendix D: FGD guide (circumcising communities) 
 
 
 
 
 
 
 
 
 
Facilitator’s welcome, introduction and instructions to participants  
Welcome and thank you for volunteering to take part in this focus group. You have been asked 
to participate as your point of view is important. I realize you are busy, and I appreciate your 
time.  
This focus group discussion is designed to assess your current thoughts and feelings about male 
circumcision for HIV prevention. The focus group discussion will take no more than two hours; 
refreshments will be served during the session. As I mentioned earlier, we will be tape-
recording the discussion. May I tape the discussion to facilitate its recollection? (If yes, switch 
on the recorder) 
Anonymity and voluntary participation:  Despite being audio-recorded, I would like to 
assure you that the discussion will be anonymous. I and the other focus group participants 
would appreciate it if you would refrain from discussing the comments of other group members 
outside the focus group. If there are any questions or discussions that you do not wish to answer 
or participate in, you do not have to do so; however please try to answer and be as involved as 
possible.  
Discussion questions  
A) Context 
1. Is HIV/AIDS regarded as a concern in this community/location and why? 
FGD #...................................            Location……………………….              
Date…………………………………. 
Name of Moderator……………………………………. 
Name of Note-taker………………………………….... 
Start………………………………………                                                        
Stop…………………………………… 
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2. What are some of the interventions you know for HIV prevention? 
A) Male circumcision  
1. What can you tell me about male circumcision in this community? (Probe: for age at 
MC, who, when and where, roles, organization e.t.c) 
2. In your view, what does male circumcision mean for this community? 
3. What does male circumcision mean to you as a [male/female/youth] member of this 
community? 
4. Have you heard about VMMC? What have you heard? What can you say about what 
you have heard?  
5. What other information can you share concerning male circumcision in this 
community/location and/or VMMC?  
Concluding remarks: Do you have any additional information you wish to share?  
We come to the end of this discussion. Once again, thank you for taking the time to talk to us.  
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Appendix E: Letter of information (HHS) 
Investigator:                  Miss Margaret Kabare 
Contact Person  Miss Margaret Kabare 
Address  Murdoch University, 90 South Street, Murdoch; Western Australia 
Mobile No:                    0725 821 888  
 
 
You are invited to participate in this study. 
Background 
Research has shown that medical male circumcision reduces the risk of HIV acquisition in 
male-female sexual relationships. Some communities have been practicing male circumcision 
as a cultural rite of passage or for religious while others have only recently adopted the practice 
due to its health benefits and HIV prevention benefits in particular.  We are interested to learn 
different perspectives emerging from community members regarding the promotion of male 
circumcision for HIV prevention in this region. So, we are inviting you to participate in a 
survey.  
This study is part of my Degree (PhD) in Sociology, supervised by Drs Jeremy Northcote  
 
Aim of the Study 
We would like to know and understand differences and similarities in awareness, knowledge 
and understandings of male circumcision for HIV prevention among men and women from 
different ethnic groups in Western Kenya. We will ask questions on your knowledge of male 
circumcision for HIV prevention, beliefs and perceptions of risk associated with male 
circumcision and HIV infection. We are conducting this study in two locations in Western 
Kenya.  
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What Does Your Participation Involve? 
We will ask you complete a survey. This means that you will be interviewed by the researcher 
individually. The interviewer will administer a set of questions and will record your responses. 
Examples of questions we will ask are; what do you understand by voluntary medical male 
circumcision, what have been your main sources of information? No names will be included in 
any of the study materials. We shall not be taking pictures or video record the session.  
Voluntary Participation and Withdrawal from the Study 
Your involvement is this study is voluntary and you can withdraw at any point. While we would 
be pleased to have you participate, we respect your right to decline and there will be no 
consequences to you if you decide not to participate.  
Your privacy  
Your participation in this study and any information will be treated in a confidential manner.  
Your name and identifying details will not be used in any publication arising out of the research.  
Following the study, the data will be kept in a locked cabinet.  
Possible Benefits 
If we are able to take the findings of this small study and link them with a wider study, the 
result may be valuable information for others and it may be used to guide future studies and 
programmes. The information will be used to write a report so that other researchers can learn 
about the information we obtained from this study.  
Possible Risks 
There are no specific risks anticipated with participation in this study. However, if you find that 
you are becoming anxious you will be advised to receive support from the nearest health facility 
or alternatively, we will arrange for you to see a counsellor at no expense to you. 
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Questions 
If you would like to discuss any aspect of this study please feel free to contact either Margaret 
Kabare on 0725 821 888 or Jeremy Northcote on +619360 2063. Either of us would be happy 
to discuss any aspect of the research with you. If you have any concerns about our rights, the 
Moi University/Moi Referral Hospital Ethics review board can also be reached on 0787 723 
677  
We would like to thank you in advance for your assistance with this research project. We look 
forward to hearing from you soon. 
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Appendix F: Consent document (HHS) 
1. I agree voluntarily to take part in this study. 
2. I have read the Information Sheet provided and been given a full explanation of the 
purpose of this study, the procedures involved and of what is expected of me.  
3. I understand that I will be asked to: 
• Respond to a list of questions which will be administered by a researcher 
4. The researcher has answered all my questions 
5. I understand I am free to withdraw from the study at any time without needing to give 
any reason. 
6. I understand I will not be identified in any publication arising out of this study.  
7. I understand that my name and identity will not be collected  
8. I understand that all information provided by me is treated as confidential  
 
Signature of Participant: ________________________ Date: ….... /..…../……. 
I confirm that I have provided the Information Letter concerning this study to the above 
participant; I have explained the study and have answered all questions asked of me.  
Signature of researcher:  ________________________ Date: ….... /..…../……. 
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Appendix G: Household questionnaire 
 
 
 
 
 
 
Step 1: Obtain informed consent  
Step 2: Read the interviewer instructions below 
 Step 3: Conduct interview  
Interviewer Instructions:   
Administer this interview with males and females over 18 years of age.   
Fill in the following information:  Questionnaire #, your initials, date of interview, start and end 
time. Rephrase questions based on the participant’s situation. Before the interview is conducted, 
please confirm the participant’s agreement to participate in the interview   
Please indicate a participant’s response by placing [√] in the space provided.   
Introduction  
Thank you for agreeing to take part in this study. This session will take 45-60 minutes.  Before we 
begin, I would like to remind you that some of the questions may cause discomfort. Your 
participation is voluntary, and you may skip some questions while responding to others. However, 
remember that all information will be kept confidential and we will not record your name. Shall we 
begin? 
Questionnaire #...................                                                         Date…………………………. 
Interviewer initials………………………. 
Start.........................................................                                          Stop...................................................... 
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County………………….........Location…………………………. Sub-location………….       
             
 Q1. Sex                
1. Male    [ ]             
2. Female [ ] 
  Q2. Ethnicity 
1. Luo     [  ] 
2. Luhya [  ] 
3. Kisii    [  ] 
4. Other……………………. 
 Q3. Age 
1. 18-22      [   ] 
2. 23-27      [   ] 
3. 28-32      [   ] 
4. 33-37      [   ] 
5. 38-42      [   ] 
6. 43-47      [   ] 
7. Over 47   [   ] 
 Q4. Religion 
1. Christian (Catholic)       [  ] 
2. Christian (Protestant)     [  ] 
3. Muslim                           [  ] 
4. None       [  ] 
5. Other……………………………………… 
 
 
Section A: Background and Demographic Information 
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Q5. Highest level of education attained 
1. None                                          [  ]  
2.  Primary school incomplete        [  ] 
3. Primary school complete            [  ] 
4.  Secondary School incomplete   [  ] 
5. Secondary school complete        [  ] 
6. Post secondary                            [  ] 
7. Other (Please specify) …………   
Q6. Marital status 
1. Single (Never married)      [  ] 
2. Married                              [  ] 
3. Divorced/separated            [  ] 
4. Widowed                           [  ] 
 
 
 
Q7. In this question, I will read some behaviours and strategies for reducing or preventing 
HIV infection. Please respond with “Yes” or “No”  
  Yes No 
1 Abstaining from sexual activity                   
2 Be faithful to one regular sexual partner      
3 Male circumcision    
4 Use condom consistently and correctly         
5 Know HIV status of self and partner(s)   
Section B: Assessing knowledge about HIV prevention behaviours 
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Q8.  Next, I will read out s statements associated with male circumcision.  You will   
respond with “True” or “False”    
 
 Beliefs  True False 
1 MC reduces the risk of HIV infection for men   
2 A man can have unprotected sex as long as he is 
circumcised 
  
3 A woman can have unprotected sex with a man as long 
as he is circumcised 
  
4 A circumcised man cannot get infected with HIV   
 
 
 
Q9. Have you heard about the promotion of medical male circumcision for HIV prevention 
(VMMC) in this region?  
1. Yes  [  ] 
2. No   [  ]  (IF NO, SKIP TO Q11) 
 
Q10.  If yes, how did you get information on VMMC? (Please tick all applicable answers) 
1. Radio  [  ] 
2. Print media [  ] 
3. NGO  [  ] 
4. IEC materials (t-shirts, posters, flyers, brochures, signposts [  ] 
5. At health facility [  ] 
6. Community mobilizers [  ] 
7. From peers [  ] 
8. From sexual partner [  ] 
Other (Please specify) ……………………
Section B: Assessing beliefs about MC and risk of HIV infection 
 
Section C: Assessing awareness about MMC for HIV prevention 
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Q11. Now I am going to read to you some statements.  Please tell me if you: 1. strongly agree, 2. 
agree, 3. disagree, or 4. strongly disagree with each statement.   
  1 2 3 4 5 
1 Male circumcision increases sexual enjoyment of a man and 
his female partner 
    
 
2 Women prefer circumcised male sexual partners      
4 Getting circumcised enhances masculine pride      
5 Circumcision shows that a man is modernized       
 
 
 
 
 
 
 
 
 
 
 
 
 
Section D: Assessing perceptions associated with MC 
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Appendix H: Sample VMMC flier 
 
Source: male circumcision clearing house 
 
 
